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THE DILUTION AND CONCENTRATION TESTS OF RENAL FUNCTION 
BY JOSEPH H. PRATT, M.D. 


A FUNCTIONAL diagnosis of kidney disease is 
fully as important as an anatomical diagnosis 
and it can be made with more certainty. In 
treatment a knowledge of existing disturbance 
in function is of even greater value than a 
knowledge of the anatomical lesion. Just as in 
heart disease it is more significant to know that 
a patient cannot walk up stairs without short- 
ness of breath than to know whether a valve as 
well as the myocardium or the heart muscle 
alone is diseased, so in kidney disease it is more 
important to know that a patient cannot excrete 
nitrogen normally than to know whether he has 
a glomerulonephritis or a contracted kidney. 


Functional tests of kidney function have come 
into general use. Those chiefly employed in this 
country are the sulphonephthalien test of Rown- 
tree and Geraghty’ and the test diet of Hed- 
inger and Schlayer?, in the modified form intro- 
duced by Mosenthal*. These diagnostic proce- 
dures are valuable but they do not furnish all 
the information of kidney function that can be 
readily gained from the dilution and concentra- 
tion tests. But little reference to these tests 
is to be found in English. They seem to be 
rarely used even by those chiefly interested in 
the study of kidney disease in America. Mosen- 
thal* in his monograph on metabolism in nephri- 
tis (1922) deseribes the tests, but apparently 
had had no personal experience with them. His 
statement that they cause discomfort for the 
patient has not been supported by my experi- 
ence. These tests make such demands on the 
kidney that they bring out more nearly its 
maximum power to dilute the urine and to con- 
centrate it than does the renal test diet of Hed- 
inver and Sehlayer. The dilution and concen- 
tration tests have other advantages over the 
renal test diet in that they reveal more clearly: 

\ failure to excrete water at a normal rate 
* in normal amounts; (2) an inability to put 
’.’ coneentrated solutions of nitrogen and salt; 
extrarenal influences on the secretion of 


/ at the tests have certain advantages ovér 
_* own is admitted by Schlayer® himself. He 
Goes Insist, however, that his nephritic test diet 
‘. reveal some disturbances of function not 
'» ight out by the dilution and concentration 
‘c.'s and in this he is probably correct. Strauss’, 


however, holds that Schlayer’s test day shows 
nothing more regarding renal function than the 
dilution and concentration tests. 

An important part of the foundation of the 
modern pathological physiology of kidney fune- 
tion rests on the work of v. Koranyi’, the Buda- 
pest clinician. He showed by his studies on 
the freezing point of the urine that in nephritis 
the ability of the kidney to secrete a concen- 
trated urine is impaired. To this condition 
Koranyi gave the term hyposthenuria. He 
found that as a rule the more severe the ne- 
phritis, the greater the loss of the concentrat- 
ing power, and that in the advanced stage of 
nephritis the difference in the freezing point and 
hence in the molecular concentration between 
the blood and urine might disappear. This 
was an important discovery. It showed that the 
kidney thus crippled could secrete only a urine 
of the same concentration as that of the blood. 
The specific gravity of the blood freed from 
protein is about 1010 and in some cases of severe 
chronic interstitial nephritis it is well known 
that the specific gravity of the urine is fixed be- 
tween 1010 and 1012. This condition in which 
the kidney is unable either to concentrate the 
urine or dilute it has been called isosthenuria 
by Volhard® and asthenuria by v. Koranyi’. 

As early as 1900 an excellent paper was pub- 
lished by Kévesi and Roth-Schulz’® from v. 
Koranyi’s clinic in which both dilution and con- 
centration tests were described. A diluted urine 
was obtained by having the patient drink at one 
time 1.8 liters of mineral water (Salvator- 
water). The power of the kidneys to produce a 
concentrated urine was tested by sweating the 
patient. In their study of the capacity of the 
kidney to secrete solid substances the method 
employed was the determination of the freezing 
point of the urine. Hanssen" of Bergen, Nor- 
way, a little later showed that the specific grav- 
ity in the cases he studied ran parallel with the 
freezing point, and he advocated the simple pro- 
cedure of determining the specific gravity 1n- 
stead of the time consuming eryoscopy. Vol- 
hard?*, likewise, substituted specific gravity 
readings for freezing point determinations and 
subsequent investigators have followed him in 
this. 
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METHODS 


To Volhard belongs the credit of calling atten- 
tion to the practical value in diagnosis of the 
dilution and concentration tests. The method as 
modified by Strauss® is the one generally used 
today. This consists of uniting the two tests in 
a single procedure and thus limiting the time 
necessary for the combined test to a single day. 
For the dilution test Volhard’? gave 1500 c.c. of 
fluid in the morning while Strauss® gave only 
1000 ¢e.c. The method I employ is largely com- 
posed of details selected from the procedures 
used by these two investigators. The patient 
urinates at exactly 7 A. M. and is given imme- 
diately 1000 c¢.c. of fluid, either water alone, or 
part tea and part water, as he prefers. This 
amount of fluid is all to be taken within five or 
ten minutes. At 7.50 or 8 A. M. he may have 
rolls, toast and an egg or any other dry food. 
At 8 A. M., exactly, the urine is to be voided, 
and again at 9 A. M. Thereafter urine is col- 
lected every two hours until 9 P. M. The urine 
voided between 9 P. M. and 7 A. M. the fol- 
lowing day is collected in one portion. Rela- 
tively dry food is given at lunch and supper, 
usually potatoes, cheese, meat, eggs and toast. 
The patient is allowed to choose which of these 
he desires. If thirst became annoying a meas- 
ured amount of water is given at 5 P. M. Usn- 
ally, however, in the cases reported no fluid was 
taken until 7 P. M. or 9 P. M. 


NORMAL RESPONSE TO DILUTION AND CONCENTRA- 
TION TESTS 


If the reaction on the part of the kidneys is 
normal to this test a diluted urine is voided 
during the morning hours, and a concentrated 
urine during the remainder of the day. 

Volhard’’ asserted that the specifie gravity 
should drop to 1002-1004 and that the full 
amount of fluid taken be excreted in four hours. 
During the concentration test which he usually 
made on another day by giv ing the patient a 
dry diet the volume of urine would nor mally 
fall to 400 or 500 «ec. and the specific gravity 
rise to 1025-1030 or higher. These figures appear 
to have gained general aceeptanee as Friedrich 
Miiller’* states in the latest edition (1925) of v. 
Mering’s Lehrbuch der inneren Medizin, that 
if a person in health takes 1 or 1.5 liters of 
water soon after awaking on a fasting stomach 
the specific gravity of the urine secreted will fall 
to a very low level (1001-1005) and the amount 
voided within four hours will equal or even 
exceed that drunken. During the remaining 
hours of the day the specifie gravity should rise 
to above 1024. 

Volhard, Munk" and Sehlayer’, allow the pa- 
tient to take food as usual in the morning, which 
in Germany includes a second breakfast in the 
middle of the forenoon. Strauss* allows no food 
until 11 A. M. 

Few results on persons with healthy kidneys 


have been reported. In a study from Strauss’s 
clinic, Schén'*, reports observations on seven 
patients free from kidney disease, and I have 
found no other series even as large as this. 
Schén’s patients received 1000 c.c. of water and 
fasted for four hours. The average output of 
fluid in the two hours was 597 ¢.e. and in four 
hours 1059 ¢.c. The maximum volume secreted 
in the four hours was 1314 ¢.ec. and the mini- 
mum 875 ¢.c. The specific gravity in every case 
fell to 1004 or lower. During the concentra- 
tion period it rose to at least 1029 and in two 
eases reached 1034. These results agree with 
the statements of Volhard and v. Miiller and 
differ somewhat from my experience reported 
in the present paper. 
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CHART I. Mrs. B. Dilution and Concentration Tests. 
cessive output of urine in four hours. Normal kidneys. 
of water was taken at 


Ex- 

A liter 

. In the following four hours 

she voided 1130 c.c. The specific gravity fell to a minimum of 

1003 = : i. M. At 1P. M. the concentration of the urine had 
5 P. M. the ‘euuida gravity had reached 1026. 

It ‘chould be noted that the time intervals between the vertical 
lines in this and the other charts vary. The distance between 
two adjacent vertical lines represents one hour up to 11 A. M., 
and from that time onward two hours up to 9 P. M. The last 
single space represents the time from 9 P. M. to 7 A. M., an 
interval of ten hours. 

It seemed desirable to secure more informa-— 
tion on normal persons and to perform the 
tests also on patients with other diseases than 
those of the kidneys, especially in eases of slight 
eardiae insufficiency. I have analyzed the re- 
sults obtained on 58 cases. The series included 
only eight cases of nephritis. Thirteen of the 
patients had heart disease with and without 
eardiae insufficiency. Twenty-six were psycho- 
neurotic patients with healthy hearts and kid- 
neys. These presented a favorable opportunity 
to study the effect of extra-renal factors, espe- 
cially the influence of the water content of the 
organism on the outeome of the dilution and 
concentration tests. In addition there were four 
cases of primary hypertonia, three of arterio- 
sclerosis not involving the heart or kidneys elin- 
ivally, one of secondary anaemia, one of obe- 
sity, one of exophthalmie goitre, and one case 
of hypertrophied prostate. Most of the tests 
were made on patients in the New England Bap- 
tist Hospital. Five cases were studied by Dr. 


W. R. Ohler in the wards of Dr. Peabody’s clinic 
at the Boston City Hospital and to him my 
thanks are due for permission to include his ob 
servations. 

The details of a normal response to the water 
The patient was 


test are shown in Table I. 
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1000 at 7 A. M. In the following | 


+.» hours she voided 1030 ¢.c. of urine and the 
s) «cle gravity fell to 1003. 
TABLE I 
Urine— 

vse Gr Mrs. M. 
sA.M. 90 1015 Intake 7 A. M. 1000 c.c. 
370 1003 #Intake 8.35 P. M. 130 c.c. 
li 570 1003 £Total intake 1130 c.c. 
1P.M.. 215 1010 Total output 1675 c.c. 
3 110 1014 ##Output in first four hours. 
5 40 1027 1030 cc. 
q 50 1020 #Maximum specific gravity 1027. 
97 A.M. 140 1024 Minimum specific gravity 1003. 


The reaction of another person with normal 
kidneys is shown graphically in Chart I. 

The dilution test in 22 mild psychoneurotic 
cases with normal kidneys and hearts yielded 
results which can be regarded as the response 
of healthy kidneys to the ingestion of 1000 c.c. 
of water. All but three of the patients were 
kept in bed during the test. The average output 
of water during the first four hours was 888 c.c. 
The amount excreted by the individual patients 
varied within wide limits. The minimum output 
was 219 ee. and the maximum 1596 ec. Ina 
majority of the cases, that is in 12 out of the 22, 
the diureses during the period of four hours 
exceeded 1000 ¢.¢., the amount of water in- 
gested. Hence in these cases, the effect of 
drink'ng a large amount of water was actually 
a water loss to the body. With the water a vary- 
ing anount of nitrogen, sodium chloride and 
other solids was swept out of the body. In 15 of 
the tests the specifie gravity fell to 1005 or less, 
in the remaining seven it ranged from 1007 to 
1015. In two of the tests in which there was 
an excessive output of water the specific gravity 
fell only to 1007 or 1008. As the kidneys were 
healthy this was not due to an inability of the 
kidneys to dilute further the urine, but to an 
unusual amount of solid substances excreted 
during the diuresis. 

The widely varying results obtained in these 
different individuals are to be attributed partly 
' constitutional peculiarities, partly to the 
s'ate of the entire salt and water content of the 
orvanism at the particular time the test was 
ne, and partly to psychie influences acting 
' ‘the kidneys during the period of observa- 


» intake of water and salt in the days im- 
ately preceding the test and the reserves 

» ‘fer and salt in the tissues influence greatly 
-vater exeretion in the dilution test, (Sie- 
.) That extra-renal factors may affect 

sults obtained by the renal function meals 
*-jlayer and Mosenthal was shown by Lyle 
Sharlit'’, They determined the renal fune- 
« by test meals on healthy persons five days 
“ecession. The total fluid output fell stead- 


‘ .rom day to day in spite of food and fluid 
“se remaining the same. They regard this, 


as the expression of ‘‘an effort on the part of 
the body to prevent depletion of its fluids in 
order to keep constant the concentration of its 
solids.’’ 

In the course of making the present study the 
great importance of extra-renal influences be- 
came more and more apparent. These should 
always be eliminated as much as possible before 
concluding that the failure in dilution or con- 
centration is due to a defect in the function of 
the kidney. Failure to void a urine of low spe- 
cific gravity and failure to void the usual amount 
of fluid in the first four hours is often due to 
partial dehydration of the tissues, If this ex- 
planation is probable the patient should take 
2000 c.e. of fluid in addition to the regular diet 
for two or three days and then the test be re- 
peated. If the oliguria with lack of dilution 
was due to dehydration the response to this see- 
ond test will either be normal or show an ap- 
proach to the normal. On the other hand if 
there is a failure to concentrate as shown by 
too low a maximum specific gravity the cause 
may be a latent oedema or simply an excess of 
fluid in the tissues which may be purely phys- 
iological. For example, the urine of a patient 
in this series showed a maximum specifie grav- 
ity in the concentration test of only 1020, in- 
stead of the normal 1025. The heart and kid- 
neys were apparently healthy. The case was a 
simple psychoneurosis. That the maximum con- 
centrating power of the kidneys was not im- 
paired was shown by subjecting her to a more 
rigid concentration test. No fluid was taken 
after noon one day until the following day at 
11 a. m. Dry food was eaten at supper and 
breakfast. She voided at 9 a. m. the following 
day urine with a specifie gravity of 1032, thus 
showing the kidneys could concentrate solids 
normally. During the test she suffered no dis- 
comfort from thirst. 


GREATLY DIMINISHED OUTPUT OF URINE IN THE 
DILUTION TEST 


In the whole series of tests on 58 patients 
with healthy and diseased kidneys there were 
nine tests on nine different persons in which 
the output in four hours was less than 250 e.c. 
Two of these were practically healthy men who 
showed only mild neurasthenic symptoms. They 
were up and about when the test was performed. 
The lungs and skin takes precedence over the 
kidneys in their demands on the organism for 
water. The amount of water ordinarily elim- 
inited through skin, lungs and intestines under 
normal conditions is between 700 and 1000 
grams in twenty-four hours’’, As water loss 
through skin and lungs is increased by muscu- 
lar activity and ‘‘exposure to atmospheric tem- 
perature and relative humidity most favorable 
to water evaporation’’ (Lyle and Sharlit), the 
importance of keeping the patient in bed dur- 
ing the test is apparent 
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Three of the patients had cardiac insuffi- 
ciency. One of these excreted only 86 c.c. of 
urine during the four hour period. He had 
chronic passive congestion of the kidneys and 
had been on the Karrel diet until two days be- 
fore the test was performed. The specific grav- 
ity did not fall below 1020 in two of the car- 
diac cases and the third cardiac case with an 
output of 215 ¢.c. had renal disease as well. 


| 
100 
= 
7 7? 7 
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CHART II. Mr. Bu. Chronic passive congestion of the kid- 
neys. A liter of water was taken at A. M. During the fol- 
lowing four hours the patient voided only 145 c.c. The specific 
gravity was fixed at a high level. The maximum specific gravity 
was 1024 and the minimum 1021, a range of only 3. 


There were three cases of kidney disease in 
this group. One a case of severe chronic glom- 
erulonephritis (diagnosis verified by autopsy) 
excreted only 115 ¢.c. of urine in four hours 
with a specific gravity of 1005. The remain- 
ing one of the nine cases with greatly dimin- 
ished output had apparently recovered from a 
mild acute nephritis at the time the test was 
made. Albuminuria had disappeared. The 
patient exereted only 90 ¢.c. in four hours and 
the specific gravity was 1003. 


IMPAIRED DILUTION OF THE URINE 


There were eight cases in which the specific 
gravity during the dilution test did not fall 
below 1010. Three of these were practically 
healthy persons whose tissues happened to be 
partly dehydrated at the time the test was 
made. The effect of dehydration on the spe- 
cific gravity during the dilution test is well 
shown in the ease of M.F. He had a mild de- 
pression and loss of appetite. His kidneys were 
normal and there was no evidence of cardiac in- 
sufficiency. For a week previous to admission 
to the hospital he stated that he had eaten little 
food and apparently had taken little fluid. 


TABLE II 
Water Urine 
7A.M. Sp. Gr. 
Amount in c.c. 
April 25, 1925 1000 120 1020 
April 28 * 1000 250 1010 
May 1, 1925 1000 370-+- 1004 


He was given 2000 c.c. of water on the day 
preceeding the last test. During the first dilu- 
tion test the specific gravity did not fall below 
1020. During the second dilution test it reached 


1010, and three days later when the test wax 
again repeated the specific gravity dropped to 
1004. The results show the power of his kidney 
to secrete a dilute urine was not impaired. They 
also show the importance of repeating the test 
if dehydration is suspected. : 

Four of the cases were of heart disease with, 
cardiac insufficiency. In three the high speci- 
fie gravity was due to chronic passive conges- 
tion of the kidneys. In one case, the fourth of 
this group, partial dehydration from a Karre! 
treatment (800 c.c. of milk daily) was the prob- 
able explanation of the failure of the kidneys 
to dilute the urine. 

The remaining case with impaired dilution 
was one of exophthalmie goitre. As the amount 
of water excreted was normal! in the four hours, 
—885 ¢.c., the high minimum specific gravity, 
1010, was apparently due to an excess of solids 
excreted during this period. That the kidneys’ 
power to dilute the urine was not at fault was 
shown when the test was repeated a few days 


my The specific gravity then dropped to 


EXCESSIVE OUTPUT OF URINE IN FOUR HOURS 


Eleven patients excreted more than the 
amount of water ingested during the first four 
hours. All of these patients were eases of 
neurasthenia or of vaso-motor neurosis. One 
had in addition primary hypertonia. All had 
apparently healthy kidneys. The detailed find- 
ings in one of these cases is shown in Chart I. 
In all but one test the specific gravity fell to 
the normal level of 1005. Two showed a slight 
disturbance of the concentrating power of the 
kidneys. This was probably due to an excess 
of water in the organism and not to renal de- 
ficiency. One of these when subjected to a more 
rigid concentration test showed a normal re- 
sponse. 

The reaction of these patients to the test is 
the same as that observed by Schlayer® in 
slight diffuse renal injury, acute nephritis in 
the convalescent stage, double mild pyelitis, 
slight tuberculosis of both kidneys, and occa- 
sionally in the beginning of a genuine con- 
tracted kidney. He terms it the state of mild 
renal irritation. 

The over-reaction of the test in my cases 
were probably related to a disturbance of the 
vaso-motor system. 


IMPAIRED CONCENTRATION OF THE URINE 


This is the most common disturbance in rena! 
function in kidney disease. The normal lower 
limit of concentration in the test has been 
placed at 1025 (Volhard, Strauss). I have se- 


lected for special study those cases in my series 
in which the maximum specific gravity was 102° 
or less. There were 14 cases that came in this 
group. In these there was a distinct failure 0” 
the part of the kidney to concentrate the urin« 
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normally. That the failure may be due to ex. 
tra-renal causes and not to loss of power on 
the part of the kidney was shown by its oc- 
eurrence in two patients free from renal and 
heart disease. Both have shown normal con- 
centrating power when the test was made under 
conditions that were evidently more favorable 
for the kidneys. It is hence evident that extra- 
renal factors, usually in all probability an ex- 
cess of water in the organism, may prevent the 
kidney from demonstrating its ability to con- 
eentrate the urine. If the findings indicate a 
faulty concentration on the part of the kidney 
the test should be repeated before concluding 
that the kidney is diseased, unless other evi- 
dence makes it certain that the renal functions 
are damaged. 


cc Dilvtion Concentratior? 
| 
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CHART ULI. Case 3. Mr. S. Primary contracted kidney. 


Malignant nephro-sclerosis (Volhard). Cardiac insufficiency. 
A liter of water was taken at 7 A. M. The output in four hours 
was 310 c.c, The specific gravity was fixed at a low level 
(complete hyposthenuria). The maximum specific gravity was 
1012 and the minimum 1008. Range of specific gravity 4. 


Four of the cases with partial hyposthenuria 
had arteriosclerosis with no definite evidence of 
nephritis. One was a case of heart disease with- 
out signs of chronie passive congestion of the 
kidneys. In all these cases the heart may have 
been at fault as Volhard and Fahr*® found de- 
ficient concentration of the urine in the pres- 
ence of cardiae weakness when renal disease was 
absent. The remainder, eight in number, com- 
prised all the eases of nephritis studied and 
formed over half of the whole group with im- 
paired concentration. In only two of these 
cases was there complete hyposthenuria, that is 


a maximum specific vity of 1012 or less. 
See Chart ITI. 


DILUTION AND CONCENTRATION OF THE URINE 
BOTH IMPAIRED 


In 7 cases there was an impairment of both 

the dilution and concentration of the urine as 
shown by the tests. The findings in this group 
are shown in Table III. 
_ Even with dilution and concentration both 
impaired there may be no actual disease of the 
kidney as in the case of exophthalmic goitre 
(Mrs. Ho.). Other tests on this patient gave 
normal findings. All of the other cases had 
definite rénal impairment combined usually with 
eardiac insufficiency. The tests brought out 
clearly the well known fact that in marked 
chronic passive congestion without nephritis 
(diagnosis verified by autopsy), the fixation of 
the specific gravity is at a high level (Mr. B.), 
and in malignant nephrosclerosis or chronic in- 
terstitial nephritis (diagnosis verified by autop- 
sy) (Mr. 8.), the fixation is at a low level—com- 
plete hyposthenuria. 


CONCLUSIONS 


‘The dilution and concentration tests give im- 
portant information regarding kidney fune- 
tion. If an abnormal response is obtained the 
tests should be repeated once or twice after 
measures have been taken to remove disturbing 
extra-renal factors, the chief of which are de- 
hydration of the tissues and an excess of water 
in the organism. The tests should be employed 
in combination with the other functional meth- 
ods of proved value and interpreted cautiously 
in the light of all facts that can be gained from 
the complete clinical study of the case. The 
tests have been found of distinct value in the 
detection of partial dehydration and latent 
oedema, 
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LAENNEC, THE MAN—1781-1826* 
BY WILLIAM PEARCE COUES, M.D., F.A.C.S. 


Wien we look back to the stormy days of the 
French Revolution and the horrors of the guil- 
lotine, our thoughts are of Paris. That similar 
scenes were going on in many of the large towns 
of France, as in the Paris of ’93, is somehow 
not thought of in connection with this horror 
of horrors. Nevertheless the guillotine was 
working in many of the large towns of the coun- 
try, and in particular, Nantes was no exception 
to the rule. 

In June, 1793, when the orgy of killing was 
at its height in Nantes, anyone passing across 
the quay by the river Loire could not fail to 
notice the figures of two little boys of eleven 
and twelve vears at the lower windows of a 
house in the Place Bouffai, immediately oppo- 
site the quay.—the guillotine with its heavy 
scaffolding and block being placed almost un- 
derneath its windows. The faces of the little 
boys were pale with emotion and distorted with 
terror at the frightful sights they saw. These 
boys were Théophile and Michael Laennec; the 
house that of their uncle, William Laennec, a 
well-known physician of Nantes, who was un- 
doubtedly responsible for Théophile’s studying 
medicine and so giving to the world, ‘‘l’Auseul- 
tation Médiate’’. 

Of Laennee’s great contributions to medicine 
others will speak to vou in detail tonight :— 
those regarding pathological anatomy and _ its 
connection with clinical signs and symptoms in 
general, as well as the discovery of, ‘‘1l’Auseul- 
tation Médiate’’, and what it meant to medicine. 

In this sketch I shall endeavor to visualize 
Laennee as boy and man both in his beloved 
Brittany and at Paris, the seene of his great 
triumphs. 

To return to our two boys: history tells us 
that they had been sent to visit their Uncle from 
their father’s house in Quimper, the father tak- 
ing his parental responsibilities lightly and not 
contributing to their support as he should have 
done. 


*Read at the annual meeting of the Boston Medical History 
Club, May 10, 1926. 


The Revolutionary Committee of Nantes, not 
satisfied with the ordinary killings by the guil- 
lotine, had their poor victims herded together 
in groups and mowed down by chain shot, be- 
sides perpetrating, through the infamous Car- 
riére, almost under the Laennee windows, the 
hideous and fiendish republican infamy, ‘‘le 
mariage republicaine’’, which the most de- 
graded savage would look upon with horror. 
Rouxeau says: ‘‘Not to awaken the fury of the 
patriots it was necessary that spectators appear 
from time to time at the windows, and the ser- 
vants eould do this with less repugnance than 
the masters. ‘Dans le louable desir de former 
les arms de bons petits sans-culottes aux in- 
fants des leurs patrons ils s’efforeaient des les 
garder a leurs cotés pendant toute la durées de 
ce spectacle de haut gout.’ ”’ 

The boys were forced to live in the back of 
the house as much as possible as were the rest 
of the family, but even there the gruesome 
sound of the guilldtine was heard, the boys al- 
ways leaving the house for school by the rear 
doors. At last Dr. Laennee was able to secure 
another house at a distance from the dread 
Place Bouffai, and hither the family repaired, 
though the house was hardly finished and the 
plaster barely dry on the walls. Here the boys 
led a happier and more normal life away from 
the horrors of the Place, and the impecunious 
and eallous father at Quimper. 

We are told by Saintaignon that the Laennees 
were of an old race of Brittany, the family be- 
ing in Quimper for many generations, probably 
belonging to the Henneues of Pleylen-Christ, 
mentioned in 1445 in the Reformation. They 
were probably descendants of a part of the 
family of Lohennee. Certain it is, according to 
Saintaignon, that Couev’s ‘‘Armorial of Brit- 
tany,’’ gives arms to Vincent Laennee, a not- 
ary of Concarneau, in 1573, from whom the 
great Laennee was directly descended. This 
Laennee, the direct ancestor, it is of interest to 
note, was of marked literary ability and left 
a precious autograph manuscript conserved 
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‘lL in the Archives of Quimper. It was a Dia! 
.¢ all the Aets to which he had given his signa- 

Yhéophile’s father married at thirty-four 
--ays Michelle Alexandre Félicité Guesdon, who 
od after a few years of married life, having 
-.en birth to four children. She is said to 
cave suffered from tuberculosis. She came, 
vs Rouxeau, ‘‘of a family of intellectuals and 
she was a grand-niece in both the maternal and 
paternal lines of the celebrated P. Bougeant, 
one of France’s most able historians’’. Rouxeau 
further says, in reealling the old saying that 
there is no great man who has not had a re- 
markable mother, that Laennee’s genius came 
from this side of the family. 

Laennee pére was a literary vaurien, always 
changing or being unable to keep his ecivie ap- 
pointments, a writer of madrigals, a_laissez- 
faire and ‘‘After us the deluge’’ type. He 
married again in 1795 and Michael went back 
to Quimper from Dr. Laennee’s, but Théophile 
decided to stay in Nantes with his Unele and 
study medicine. It is impossible to over-esti- 
mate the influenee of this good and wise man on 
the career of his illustrious nephew, for whose 
welfare he alone was directly responsible, and 
to whom his eareer gave such infinite pleasure. 
‘Mon cher Théophile’’, was his constant 
thought, and his letters are deeply touching, 
many of which appear in the different accounts 
of the latter’s life. 

It was in a little house owned by his mother 
and situated on the Quay of Quimper that 
Théophile was born on the seventeenth of Feb- 
ruary, 1781. He was a Breton of the Bretons, 
learning to love and know all the country about 
Quimper and its past history and its language. 
brittany seems particularly the country from 
which sueh a man as Laennee must have come, 

linusnal, mysterious, and as far removed from 
ihe commonplace as was her illustrious son. In 
regard to Brittany, the ancient Armorica of 
(Caesar, Mosher says, ‘‘One is aware of a pecu- 
liar presenee, a touch of the marvelous, the 
luyvsterious, a magie influence. Enchanted for- 

-ts and enchanted people exist in Brittany. 
ine fairies still danee around the dolmen on 
night. . . . The mystie vervain of that 
« inhabitant, the druid, has not lost its scent. 
is fanciful and uneertain, as if enveloped 

| subtle fog. Dreaminess pervades the at- 
viiere, the vague nebulousness of the middle 


.rom this land of salt sea breeze, grey rocks 
downs, and Druidieal forests of mystery. 
‘ne the ealm and prodigious intellect of one 
“re parable only to Hippoerates in his vast store 
medion lore, and almost superhuman accom- 
ments, 
‘vas at the time when Théophile was a boy 
\intes that the oft-quoted letter to his parsi- 
‘ols and improvident father was written :— 


**My dear Father,’’ he says, ‘‘I have no long- 
er hat nor shirt nor a sou in my pocket; if 
you are as hard up as I am, I am sorry for you. 
if you are well off, I beg you to send me two 
iouis’’. 

We find Théophile entered as a student at 
the School of Medicine of the Hétel Dieu at 
Nantes in September, 1795, when fourteen and 
a half years old. Soon after he was appointed 
military surgeon of the third class (as was 
Roux, at about the same age) at a salary of 
something like nothing a year, and in January, 
1800, he was appointed Officer de Santé and 
was sent with the troops which were ordered to 
quell a royalist outbreak between Nantes and 
(Quimper. 

After this, he resumed his medical course and 
journeyed to Paris to complete it in that city of 
larger opportunities, being entered at the Ecole 
de Médecine May 2nd, 1801. Here he worked 
with a concentration and persistence seldom if 
ever surpassed, having in mind even the inten- 
sive efforts of his rival, Dupuytren. He soon 
began to write, his articles attracting notice im- 
mediately on account of their clarity, new ideas, 
forceful logic, and the painstaking care of their 
preparation. 

The bitter attacks of Dupuytren and Brous- 
sais against him are unpleasant reading. Al 
ways he answered them courteously and pierced 
the contentions of Broussais concerning his ‘‘ir- 
ritation’’ and ‘‘enteric’’ theory of disease with 
the well marshalled facts of the elinie and the 
post mortem room. 

How Laennee first thought of his great dis- 
covery is interesting and though often quoted 
is never amiss. Crummer, in speaking of the 
story of, ‘‘l’Auseultation Médiate’’, says that: 
— ‘It is so dramatically simple as to be on a 
parity with the legend of Newton and the apple 
and Watt and the steam kettle, and marked 
an epoch in Medicine as great as either of these 
diseoveries in Science’’, Laennee’s oft-quoted 
experiment which he had noted from observing 
children at play was as follows. He says, ‘‘If 
vou place vour ear against one end of a wooden 
heam, the serateh of a, pin at the other extrem- 
itv is most distinetly audible. Taking a sheaf 
of paper I rolled it into a very tight roll, one 
end of which I placed over the precordial re- 
gion, while IT put my ear to the other. I was 
both surprised and gratified at being able to 
hear the beating of the heart—-with much great- 
er clearness and distinetness than I have ever 
done before by direct application of my ear’’. 

The general uncleanliness of the hospital pa- 
tient of the times, the anatomie difficulties in the 
wavy in women in direct auscultation of the an- 
terior chest, and man’s natural modesty were 
the factors which set Laennee to thinking out 
possible ways of surmounting these difficulties 
in the old method of examination. 

We are told that when at Paris Laennee chose 
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to be under Corvisart at the Charité rather than 
Pinel at the Salpétriére, the more theoretical 
school of medicine, though he had worked at 
the former hospital. During his first three 
years at La Charité he drew up a minute his- 
tory of nearly four hundred patients. He wrote 
in shorthand, and had lessons in Greek so that 
he could better understand Hippocrates. (Com- 
pare, Bretonneau, who did the same thing at 
sixty.) September 3, 1803, he was awarded the 
Grands Prix in both medicine and surgery, @ 
most unprecedented honor, and Uncle William 
was obliged to send money for the printing of 
his theses. The theses were dedicated to him, 
to his great joy. 

Laennee was the first to describe the sub- 
deltoid bursa and his essay on peritonitis, writ- 
ten early in his medical career is a classic. ‘‘At 
twenty-five years of age he had become a chief 
among morbid anatomists’’. (Hale-White.) He 
was a wonderful clinician even before his dis- 
covery of auscultation, using the then known 
methods of examination. In 1816 he was ap- 
pointed physician to the Necker Hospital and 
in 1823 changed to the Charité, and the next 
year he succeeded Corvisart as full professor at 
the Medical College of France. 

‘*He was practically the first internist to 
check his physical findings against pathological 
conditions as found at the post mortem many 
hundreds of times’’. He did this so that he 
could at last accurately foretell in the great 
majority of fatal cases what the necropsy would 
tell from the signs studied at the bedside. In 
this lay largely his greatness, combined of 
course with ‘‘l’Ausecultation Médiate’’. As has 
been pointed out, Sydenham, Morgagni and 
Bichat had paved the way, incompletely, and 
there were many gaps. Laennee made the sound 
and safe causeway that the medical profession 
could walk on. 

Laennee was small of stature, had high cheek 
bones, and prominent forehead, blue eyes, hair 
of chestnut color—usually negligently arranged. 
The face of a thinker and scholar and ‘‘a ser- 
vant of Science and therefore of truth’’ (Piro- 


ff). 

When at the Charité he lectured three days 
in the week. His ward rounds commenced late 
for the times, at ten o’clock. He was followed 
by forty or fifty students, many being foreign- 
ers, and he often talked to them and gave the 
histories in Latin; from these his fame spread 
quickly to many countries. His lecture is des- 
eribed as follows :— 

**At half-past one o’clock a carriage drove 
into the Court of the College, a little wasted 
man, wearing a wide-brimmed hat, and wrapped 
in a large cloak which covered his black clothes, 
straightaway went to begin his lecture to an 
audience of about forty voluntary students’’. 
(Hale-White.) These listened enchanted to 
lectures that rivalled the famous Jecons 


orale of Dupuytren at the Hotel Dieu. 

Honors came fast. In 1824 he was made a 
Chevalier of the Legion of Honor and appointed 
physician to the Duchess de Berry at franes 
4000 a year salary. His greatest income was 
between $8000 and $9000, which, however, went 
many times as far as it would in these days of 
waste and extravagance and high prices. 

Nothing in medicine is more deplorable than 
Broussais, the systematist’s, attack on Laennee. 
The attacks of different enemies ridiculed his 
person and his flute playing. Broussais en- 
deavoring to hold up to disdain his great dis- 
covery, asked whether Laennec lived in the 
lungs of his patients, that he could tell their 
state as accurately as he claimed. Laennec re- 
plied that it was not necessary for a naturalist 
to live in a chrysalis to tell that a butterfly 
would come out of it. 

At the Charité he had twenty-two male and 
fourteen female beds. His two chief assistants 
were his cousin Mériadec, who lived at the hos- 
pital, and Victor Collin, who had a salary of 
500 franes a year. 

The severe strain of his intensive work began 
to tell on him in 1818. Never strong, his latent 
tuberculosis declared itself, as well as asthma, 
much insomnia and anginal pain. He had just 
finished his book, Hale-White tells us, and was 
in wretched physical condition. He decided to 
give up his work in Paris the next year, well 
knowing, as he wrote to his father, that his book 
had cost him his life, but he was willing to pay 
the price. He was not allowed, however, to 
sever all his Paris connections. The sea air of 
his native Brittany did him great good almost 
at once, and he busied himself in directing re- 
pairs on the ancestral place, Kerlouarnec, of 
which he was so fond. Here he lived out of 
doors, hunting with his two spaniels, consulting 
with the provincial physicians, teaching them to 
use the stethoscope, urging the value of fresh 
air, and helping the poor and reading much. 
A man was seen by him at this time in consul- 
tation, supposed to have a cavity in the lung 
and to be moribund from phthisis. Laennee 
auscultated him, said there was no eavity, but 
that the pleural sae was full of pus. <A quart 
and a half was withdrawn and the patient re- 
covered. Laennee thought that the seaweed 
helped phthisical people, and for a time had it 
sprinkled about the rooms of his patients in 
Paris. He realized as well as we do today the 
absolute importance of fresh air in treating pul- 
monary tuberculosis. 

Apropos of this, Hale-White gives us an 
amusing quotation from Kipling’s ‘‘Martlake 
Witches’’, ‘fin which the Duke of Wellington 
and Laennee with his stethoscope play their 
part. You know the names of the Twelve Apos- 
tles, dearie? You say them names, one by one, 
before your open window, rain or storm, wet or 
shine, five times a day fasting. But mind you, 
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‘twixt every name you draw in your breath 
through your nose’’, Again, ‘‘You set it in 
your window so that it holds up the sash, and 
thus you keep it, rain or shine, or wet or fine, 
day and night’’. 

After a time his health improved greatly and 
he resumed his practice in Paris and late in 
1824 he married Madame Argou, a devoted 
friend of long standing, who rendered the last 
year and a half of his life happier by her pres- 
ence, encouragement, assistance, and devoted 
eare. It was, however, the beginning of the 
end. We are told that in the Spring of 1826 he 
was seized with severe bodily weakness, diar- 
rhoea and fever. He decided to attempt to get 
back to his beloved Brittany, and set out with 
his wife and servant in a travelling carriage. 
The journey was made with great difficulty, 
many stops being necessary. At last he reached 
Kerlouarnee, infinitely exhausted, but gradual- 
ly improved somewhat, perhaps the wonderful 
air of Brittany contributing,—the Breton wind 
that he loved so much coming from the sea. 

Anatole Le Braz, the Breton poet, writes of 
the Breton wind in these beautiful lines: 


‘*Souffle, souffle, grand souffle amer, 
O roi des vents, 6 vent de mer. 


O vent de mer, 6 roi des vents, 

On dit que e’est Dieu, quand tu passes, 
Qui parle aux ames des fervents 

Dans |l’immensité des espaces!”’ 


Hale-White most touchingly describes the last 
hours of this great physician: ‘‘On August 13, 
1826, he was in bed; at 3 p. m. he woke from his 
torpid state. His wife saw him take the rings 
off his fingers and place them on a table. She 
asked why he did this; he replied that it would 
soon be necessary that another should do this 
for him and that he did not wish that anyone 
should have the trouble. Two hours later, at 
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the Place of the Foxes (his beloved Kerlouar- 
nee), the soul of one of the greatest of phys- 
icians left its body. He was buried in the new 
cemetery near the parish church, a place of all 
others that he would have chosen, for, from his 
tomb, the eye wanders far over grey rugged 
cliffs and the wide, deep, ever-changing blue- 
ereen sea’’, 

To many physicians of the present day the 
name of Laennec means little. ‘‘Laennec, Laen- 
nec? Oh, yes, he was the man who invented 
the stethoscope, wasn’t he?’’ To the medical 
historian and those other physicians interested 
in the lives of the great of medicine, the name 
means all that is synonymous with the highest 
achievement,—one of the few great physicians 
of all time, a modern Hippocrates in the truest 
sense. 

Perhaps if Laennee could speak to us of what 
gave him the greatest pleasure in life, it would 
he to tell of the looks of joy of his brothers of 
Brittany, sick and wounded in his hospital at 
Paris, to whom he could speak in their comr:on 
language and give an affectionate hand-clasp, 
and to whom, through his efforts, spiritual con- 
solation was made possible in the language of 
their beloved Brittany. 

BIBLIOGRAPHY 


1 Le Centenaire de l'Auscultation Médiate de René Théophile 
Hyacinthe Laennec (1781-1826). (Commemorative Dis- 
courses.) Paris, 1920. 

2 Hale-White, Wm.: René Théophile Hyacinthe Laennec. 
Translation of selected passages from De l'Auscultation 
Médiate (first edition), with a biography by Wm. Hale- 
White. London: J. Bale, Sons & Danielsson, 1923. 

3 Rouxeau, A.: L’Enfance et la Jeunesse d'un Grand Homme, 
Laennec avant 1806, Quimper, Nantes, Paris, 1781-1805. 
Paris, 1912. 

4 Saintignon, H.: Laennec: sa Vie et son Oeuvre. Paris, 1904. 

5 L’Auscultation Médiate. Various editions. 

6 Crummer, L.: Laennec. Nebraska Med. Jour., 1919, IV, 315. 
7 Thayer, Wm. S.: Laennec. Canadian Med. Assn. Jour., 1919, 
X, 769; Bull. Johns Hopkins Hosp., 1920, XXXI, 425. 

8 Lian, Camille, and Finot, André: Laennec et la Clinique du 
Coeur. <Aesculape, 1926, VI, 71. 

9 Cumston, Chas. G.: An Historical Analysis of Laennec’s 
Scientific Work. Med, Jour. and Rec., 1926, CX XIII, 387. 

10 Guermonprez, F.: Un Mot sur Laennec. Lille, 1892. 

11 René Théophile Hyacinthe Laennec. Med. Jour. and Rec., 
1924, CXX, 286 


LAENNEC’S CLINICO-PATHOLOGICAL STUDIES* 
BY HYMAN MORRISON, M.D. 


Ir is to the glory of Laennec that the dis- 
covery of the stethoscope was but one of his 
achievements. Outstanding, indeed, it was, for 
it made possible the monumental work on medi- 
ate auscultation, and so laid the foundation of 
modern clinical medicine. It eannot, however. 
he dissociated from his work before 1816. This 
earlier work, always showing the master’s hand, 
not only paved the way for what followed, but 
produced a number of contributions of first 
rank which helped to place pathology on the 
basis of a special medical science. 

The amount of work Laennee put forth in the 
relatively short period of twenty-five years, both 


*Read at the annual meeting of the Boston Medical History 
Club, May 10, 1926 


in its scope and influence on medical progress, 
is stupendous. Even as a student he was bril- 
liant, as indicated by his winning the first prize 
both in medicine and surgery. Imbued by his 
great teacher, Corvisart, with the Hippocratic 
spirit to deal only with facts, indisputable facts 
attained by observation, this became the guiding 
force in his life. During his three years at the 
Charité, he accumulated records of four hun- 
dred eases, accurate, painstaking, bedside obser- 
vations, checked up by careful, repeated post 
mortem examinations which served as the basis 
of all his future work. He began to communi- 
eate the results of his studies early, both before 
the anatomical and medical societies connected 
with the school and in the Journal de Médecine. 
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In the chronological table of his works, tiiere 
appear nine publications between 1802 and !>14. 
They include elinico-pathological studies on 
cases of heart disease, on a case of suicide com- 
mitted with a razor, and on eases of acute in- 
flammation of the peritoneum ; anatomical stud- 
ies on the arachnoid, on the synovial capsule 
between the humerus and acromion process, ind 
on the capsule of the liver, spieen and kianeys; 
his first monograph on vesicular worms, and the 
Jast,——his doctor’s thesis. Besides this, bei ween 
1802 and 1808, he wrote various book-reviews for 
the Journal,—one of these is noteworthy, it 
being his review of Corvisart’s translation of the 
neglected, Anenbrugger’s work on percussion, 
Inventum Novum, which he was soon to supple- 
ment with his own great invention. The nature 
of his contributions between 1804 and 1816 may 
be suggested by the topies of some of his com- 
munications: A number of papers on pathologi- 
ical anatomy and on helminthology; on melan- 
otie and encephaloid tumors; on compression of 
the chest by a thoracic aneurism; on angina 
pectoris; on hydrocephalus; on a brain tumor ; 
and on a new kind of hernia which he called 
intrapelvic or extraperitoneal. In collaboration 
with others, he contributed semiannually, in the 
Journal de Médecine, a resume of the current 
diseases, but there is no evidence, as some of his 
biographers mention, that he ever was its chief 
editor. 

This earlier work of Laennee can be divided 
into three parts: First, his researches in normal 
anatomy ; secondly, in parasitology ; and thirdly, 
in pathological anatomy. His researches in nor- 
mal anatomy were all done while he was still a 
student, and two were distinetly original con- 
tributions. In the Journal de Médecine of 1803, 
he deseribe:l a synovial eapsule situated between 
the acromion process and the humerus. It is 
now known as the subacromio-coracoid or sub- 
deltoid bursa. Laennee realized that it had been 
seen by others, but he gave the first precise de- 
scription of it. The other contribution in this 
field appeared the same year, in a paper enti- 
tled, ‘Capsules Which Envelop Certain Viscera 
and Furnish a Sheath for their Vessels.’’ This 
is the first description of the fibrous capsule of 
the liver, spleen, and kidneys. Laennee credits 
Glisson and Waloeus with having independently 
deseribed the fibrous sheath covering the 
branches of the portal veins and their accom- 
panying biliary vessels, but they had considered 
it as a part of the peritoneum. He fixed the 
true anatomy of this sheath and showed it to be 
a part of the fibrous capsule of the liver which 
he had deseribed for the first time. 


In parasitology, or rather in helminthology, 
Iaennee became interested also while still a stu- 
dent. In 1804, he read a paper entitled, ‘‘ An 
Account of the Vesicular Worms, Principally 
Those Found in the Human Body.’’ During 


the next ten years, a dozen other communications 
in this field of study appeared, but this part of 
his work is merely of historical interest. Laennee 
described accurately what he saw, the worms 
and the changes produced by them in the human 
body, and attempted a classification. He did not 
know, however, that the several species of vesi- 
cular worms which he saw were but the different 
larval stages of the toenia solium and toenia 
echinococeus. 

ILlis great interest, however, during this period 
was in the study of morbid anatomy, and his 
contributions in this field were of the first order. 
This work may be separated into two phases, the 
general and clinical pathological researches. The 
former is of historical rather than of practical 
value. In 1805 there appeared in the Journal 
de Médecine his ‘‘Note on Pathological Anato- 
my,’ in which he attempted a classification of 
the morbid tissues; this brought him into a pri- 
ority controversy with Dupuytren. In 1812, he 
reédited this classification in his article on path- 
ological anatomy in the Dictionaire des Sciences 
Médicales. It was his intention later in life to 
write a complete treatise on pathology, but death 
interrupted it. In 1884, Cornil, as a tribute to 
the great physician, printed the introduction 
and first chapter from the manuseript. The 
classification is now out of date, but it has his- 
torical significance in being the first effort at 
generalizing and systematizing pathology. 

Following this line of work, Laennee distin- 
guished with precision for the first time the en- 
cephaloid from the scirrhous caneers, though he 
naturally, at his time, could not recognize the 
histological basis for the differentiation. He 
deseribed, also for the first time, in collaboration 
with Bayle, the melanoses, now known as mela- 
notie sarcoma, and introduced the name. He 
first presented a short communication on the sub- 
ject in 1806, but he has a complete anatomical 
and clinical deseription in his treatise on 
mediate auscultation, in relation to melanotie 
tumors of the lungs. 


In the Dictionaire des Sciences Médicales, 
there are also the following articles by Laennec 
on general pathology: accidental cartilages, de- 
generation, degenerescence, disorganization, en- 
cephaloids, fibromata, and accidental fibro car- 
tilage. Garrison also mentions that Laennec 
was the first to describe the anatomical tubercle. 

Ilis outstanding contributions in pathology, 
however, are found in in his clinical pathologi- 
eal researches. Under the influence of Bichat 
and Corvisart, Laennee was among the first to 
appreciate that clinical comprehension of dis- 
ease must rest upon a thorough knowledge of 
the corresponding anatomical changes gained 
by comparing carefully recorded clinical obser- 
vations with post-mortem examinations of the 
organs and tissues. It was in this spirit that he 
collected his records of cases during his student 
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Javs. His very first communication was a re- 
»ort on a ease of heart disease giving his clinical 
nd post mortem observations. Two months later, 
in 1802, there appeared his second publication ; 
it was entitled, ‘‘ Histories of Cases of Inflamma- 
tion of the Peritoneum, Collected in the Medica! 
Clinie of the School of Medicine in Paris, under 
the Supervision of Professors Corvisart and 
Leroux.’’ This is a remarkable paper and forms 
a land-mark in the history of clinical medicine— 
it is the more remarkable in that Laennee was 
then only twenty-one years old, and a second 
year student. Peritonitis was then unknown to 
the clinicians, and Bichat had only briefly men- 
tioned it in his last course. Laennec had fol- 
lowed his six eases carefully, and gives detailed 
clinieal reeords followed by autopsy reports. The 
deseriptions, both elinical and pathological, are 
masterly and definitely established acute peri- 
tonitis as a elinieal entity. This was but a fore- 
runner of his epoch-making work on diseases of 
lungs and heart, which subsequently were em- 
bodied in his work on ‘‘Mediate Auscultation.’’ 

Laennee’s name is probably most often used 
in relation to atrophie cirrhosis of the liver. 
Rolleston, in his ‘‘Diseases of the Liver,’’ de- 
votes the following two sentences to this matter, 
“The term cirrhosis was invented in 1819 by 
Laennee, who regarded the bile stained ‘hob 
nails’ as masses of yellow new growth invading 
the liver, hence cirrhosis. Hanot dutifully pro- 
posed that portal cirrhosis should be spoken of 
as Laennee’s cirrhosis.’’ In Laennee’s own work 
the only mention of this topie is in a foot note 
on page 368 of the first volume of the first edi- 
tion. The note, in relation to his deseription of 
the liver in a ease of ‘‘chronie left-sided pleu- 
risy with ascites and organie disease of the 
liver,’’ reads in part as follows: ‘‘Cette espéce 
de production est eneore du nombre de celles que 
!’on confond sous le nom de squirrhe. Je crois 
devoir la désigner sous le nom de cirrhose, a 
cause de sa couleur. Son développement dans 
le foie est une des causes les plus communes de 
|‘ascite, et a cela de particulier qu’A mesure que 
‘es cirrhoses se développent, le tissu de foie est 
shsorbé: qu’il finit souvent, comme chez ce 
“ject, par disparaitre entiérement ; et que, dans 
‘ous les eas, un foie qui contient des cirrhoses, 
de son volume au lieu de s’accroitre 
‘antant. Cette espéce de production se dével- 
“pe aussi dans d’autres organes, et finit par se 


“ramollir comme toutes les productions morbi- 
-fiques.’’ 
In 1923 there was published a facsimile re- 
production of Laennec’s own copy of his doe- 
tor’s thesis. It is entitled ‘‘Propositions sur la 
doctrine d’Hippocrate relativement A la méde- 
cine pratique.’’ This little work is not only 
of historical interest, but it shows Laenneec’s 
keen understanding of the Father of Medicine. 
The thesis is divided into three parts. In the 
first, Laennee distinguishes between the method 
of Hippocrates and his doctrine. The only 
method by which one can acquire knowledge in 
medicine consists in not adopting any principle 
which cannot be proved by a large number of 
facts, in studying carefully the characteristics 
and course of diseases, and in treating them in 
ways which observation found useful in similar 
eases. This method, said Hippocrates, was 
known long before him, and he regarded it as- 
the only one by which real discoveries could be 
riade. True physicians, Laennec goes on to say, 
eannot differ as to method. They may differ 
only in so far as facts may be seen from different 
angles. Thus, diseases may be classified as to 
etiology, symptomatology or treatment. The 
Hippocratic doctrine was that master’s mode 
of approach in classifying disease; applied to 
practical medicine, it divided symptoms into two 
classes, (a) those specific for any one disease, 
such as the erythema of erysipelas, and (b) those 
which may appear in more than one disease, the 
epiphenomena, as delirium or insomnia. The 
first serve in the establishment of the diagnosis, 
while the second help in the prognosis. In the 
firal part of the thesis, Laennee studies the util- 
ity of the Hippoeratie doctrine in practical med- 
icine, and he agrees that in the treatment of 
internal diseases it is less important to know 
the specific symptoms, than those common to 
many, for the latter indicate the progress and 
severity of disease, though Laennec insists on 
the importance of diagnosis. He concludes with 
a quotation from Klein, ‘‘T hold medicine free ; 
T do not range myself either with the ancients 
cr moderns. I follow one or the other group 
only where it seeks the truth. More often I 
repeat the observations myself.’’ 

Laennec followed the method of Hippocrates 
faithfully, and the results that it yielded have 
entitled him to be ranked with the foremost 
physicians of all time. 


SOME EDITIONS OF LAENNEC’S WORK ON MEDIATE AUSCULTATION® 
BY HENRY R. VIETS, M.D. 


\ stupy of the various editions of Laennec’s 
PAuseultation Médiate,’? as published in 
“vonee, England, Germany, America, Belgium 

_ltaly, within a-relatively short time after 


‘1 at the annual metting of the Boston Medical History 
" May 10, 1926, 


| the initial appearance of the book in 1819, gives 
us a clear idea of the importance of Laennec’s 
work in contemporary eyes. The demand for 
the volume must have been great for, although 
we do not know the size of the editions, we are 
lable to trace nineteen distinct printings in the 
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period 1819-1839. Four of these were French, 
five English, four American, three German, two 
Belgian, and one Italian. Another English edi- 
tion appeared in 1846, making twenty well 
known early issues. Since the latter date @ 
number of partial reprints and extracts of the 


twelve of the twenty, eleven of them being in 
the collection at the Boston Medical Library. 
There are, of course, various editions in private 
libraries. All are to be found in the excel- 
lent collection of Dr. Henry Barton Jacobs of 
Baltimore, who has been kind enough to send 


DE 


LAUSCULTATION 


MEDIATE 


ou 


TRAITE DU DIAGNOSTIC DES MALADIES 


DES POUMONS ET DU COEUR, 


FONDE PRINCIPALEMENT SUR CE NOUVEAU 
MOYEN D EXPLORATION. 


Pan R. T. H. LAENNEC, 


D. M. P., Médecin de 'Hépital Necker, Médecin honoraire 
des Dispensaires, Membre de la Société de la Faculté de 
Medecine de Paris et de plusieurs autres sociétés nationales 


et élrangeéres. 


duvacdas cxomsiv. 

Pouvoir explorer est, 4 mon avis, une 
grande partic de Part. Hipp., Epid. 211. 


TOME PREMIER. 


A PARIS, 
Cutz J.-A. BROSSON et J.-S. CHAUDE, Libraires, 


rue Pierre-Sarrazin , n° 9. 


1819. 


FIG. 1. 


Title page of first edition with autograph of Laennec and dedication 


to his uncle. This volume is now owned by Dr. John Fulton, Brookline, Mass. 


book have appeared, such as the splendid trans- 
lation of selected passages by William Hale- 
White, London, 1923, and the French reprint 
of the second edition in 1879. 

It is quite likely that the list of editions ap- 
pended to this-short communication is incom- 
plete. Some issues may have been missed and 
even of the list as given, I have seen only 


me a list and photographs of his editions. No 
one public library in America seems to have 
the complete list, the nearest to it being the 
collection in the Library of the Surgeon Gener- 
al’s office, Washington. A rare association copy 
is owned in this country by Dr. John Fulton, the 


title page of which is reproduced (Figure 1). 
This copy was apparently owned by Laennec 
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and given by him to his uncle who was so kind 
‘o him during his early life. 

French Editions. All the four important 
Krench editions are well known and are to be 
found in most of the larger American libraries. 
They first appeared in Paris, 1819, 1826, 1831 
and 1837. In the second edition the title was 
slightly changed and the contents was entirely 
rearranged. lLaennec, in the first edition, des- 
eribed the stethoscope and showed how it might 
be applied in the auscultation of the chest, but 
did not lay special stress on its value as an in- 
strument of differential diagnosis. In the sec- 
ond edition, however, he took up the various 
diseases in order and showed what might be 
found, in addition to a routine clinical exam- 
ination, by the use of his stethoscope. He thus, 
by altering his point of view, greatly increased 
the value of his work. The third edition (1831) 
appeared in three volumes instead of two, va- 
rious notes having been added by his nephew, 
Mériadee Laennee. The fourth edition was also 
in three. volumes and in addition to Mériadec 
Laennee’s notes there were notes by Professor 
Andral. All issues came from the publishing 
house of J.-S. Chaudé. The first edition only 
being issued with J.-A. Brosson. 

English Editions. The first English edition 
appeared in 1821, two years after the first 
French edition. It was a one-volume work. It 
was translated by John Forbes*. Forbes prob- 
ably used the second French edition, which had 
appeared the year before, in compiling his sec- 
ond English edition. He also added a sketch of 
the author’s life. The third English edition, 
two years later (1829), differs only slightly 
from the second English edition. A fourth edi- 
tion, published by Longman, appeared in 1834 
and another by Bailliére in 1846. I have not 
been able to trace an English edition of 1838, 
although it is mentioned in a note on Sir John 
Forbes in the Dictionary of National Biography. 

American Editions. The first American edi- 
tion, published in Philadelphia by James Web- 
ster, 1823, is a reprint of the first English edi- 
tion (1821). There was apparently no Ameri- 
can edition to correspond with the second Eng- 
lish edition in 1827. Was it possible that the 
demand in Ameriea for this extraordinary work 
was not so great as in England, or did the wise 
Philadelphian publisher issue a large enough 
first edition in 1823 to cover the demand of the 
sparsely populated new country? At all events 
a new American publisher, Samuel Wood and 
Sons, New York, brought out the second Amer- 
‘ean edition in 1830, which corresponds with the 


*Sir John Forbes (1787-1861) apparently saw the value of 
Laennec’s work when many physicians treated it with con- 
tempt. He also transiated, three years later (1824), Auenbrug- 
rer’s important work on “Percussion.” This work had long 
remained unknown to English physicians, since it was first pub- 
lished in 1761. Attention had been called to its importance 
‘n France by Corvisart (1808). ‘Thus it took over sixty years 
for Auenbrugger’s Inventum Novum to reach the great majority 
of English physicians. On the other hand, Laennec’s L’Auscul- 
English 


tation was translated into two years after its first 
appearance in Paris. 


third English edition of 1829. The third Amer- 
ican edition, in 1835, was a reprint of the 1834 
English edition. In 1838 the fourth American 
edition appeared, which was translated from 
the third and fourth French editions. 

German Editions. A German edition ap- 
peared in Wiemar in 1822. This apparently is 
a very rare edition and I have not been able to 
see a copy, although there is one in the Library 
of the Surgeon General’s Office. Another edi- 
tion appeared in 1832, translated from the 
French by Meissner and published in Leipzig. 
The third edition, in 1839, is only a cheaper 
reprint of the 1832 issue. All of these editions 
are rare in America. 

Belgian Editions. There are also two very 
rare Brussels editions, one in 1828, a copy of 
which is in the Library of the Surgeon Gener- 
al’s Office and another dated 1834. The only 
reference I found to this second Brussels edi- 
tion was through the kindness of Dr. William 
Francis, who reports that there is a copy in the 
Osler Library. He has sent me a complete de- 
eription of this edition, which seems to be only 
a reprint of the better known 1828 Brussels 
edition. As a matter of fact, in the Osler copy 
the title page of the 1828 edition is pasted on 
the cover of the 1834 edition. Apparently the 
1834 edition was only a re-issue with a newly 
dated title page. 

Italian Edition. This, appearing in 1833- 
1836, one volume each year, was a translation 
of the third (1831) French edition, with the 
notes by Mériadee Laennec. It is rare in this 
country. 


LAENNEC H[YACINTHE] 
1781-1826. 


FRENCH EDITIONS 


1. De l’auseultation médiate, ou traité du 

diagnostic des maladies des poumons et du 

coeur, fondé principalement sur ce nouveau 

moyen d’exploration. 

2 v. XLVIII, 456 pp., 4 1., 4 pl; XVI, 472 

pp. 8°. Paris: J.-A. Brosson and J.-S 

Chaudé. 1819. 

Traité de l’auscultation médiate et des mal- 

adies des poumons et du coeur. 2 éd. 

2 v. XXXVI, 728 pp., 4 pl.; 790 pp., 8°. 

Paris: J.-S. Chaudé. 1826. 

Also: Reprinted. Ed. de-la Fac. de Méd. de 

Paris. 

XXIV, 986 pp., 1 pl. 8°. 

Paris: Asselin et Cie. 1879. 

The same. Augmentée de notes par Méria- 

dee Laennec. 3 éd. 

3 v. XXXII, 540 pp.; 551 pp.; 416 pp., 4 
° 


pl. 8°. 
Paris: J.-S. Chaudé. 1831. 

4. The same. Avec des notes et additions de 
M. M. Laennec; considérablement augmen- 
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tée par M. Andral. 4 éd. 
3 v. XXVIII, 672 pp.; 704 pp.; 580 pp., 2 
pl. 4 pl. 8°. 


Paris: J.-S. Chaudé, 1837. 


ENGLISH EDITIONS 


1. 


A treatise on the diseases of the chest, in 
which they are described according to their 
anatomical characters, and their diagnosis 
established on a new principle by means of 
acoustick instruments. Translated from the 
French with a preface and notes by John 
Forbes. 

XXXVIII, 437 pp., 8 pl. 8°. 

London: T. & G. Underwood. 1821. 

A treatise on the diseases of the chest and 
on mediate auscultation. Second edition, 
greatly enlarged: translated from the 
French with notes and a sketch of the auth- 
or’s life by John Forbes. 

XXVIII, 722 pp., 8 pl. 8°. 

London: T. and G. Underwood. 1827. 

A treatise on the diseases of the chest and 
on mediate auscultation. Translated from 
the latest French edition, with notes and a 
sketch of the author’s life, by John Forbes. 
Third edition revised, with additional notes. 
XXVITI,.736 pp., 8 pl. 8°. 

London: Thomas & George Underwood. 1829. 
A treatise on the diseases of the chest and 
on mediate anseultation. Translated from 
the latest French edition. with copious notes 
and a sketch of the author’s life, by John 
Forbes. Fourth edition, considerably en- 
larged and improved, with many additional 
notes and an extensive bibliography of the 
different diseases. 

XLIV, 676 pp., 2 pl. 8°. 

London: Longman, Rees, Orme, Brown, 
Green, and Longman: Whittaker and Co.; 
Simpkin and Marshall; J. Chidley; E. Port- 
wine; and Henry Renshaw. 1834. 

[not seen] London: 1838. 

A treatise on mediate auscultation, and on 
diseases of the lungs and heart. With notes 
and additions of M. Mér. Laennee and of M. 
Andral. Translated from the latest edition 
by a member of the College of Physicians. 
Edited by Theophilus Herbert, with prac- 
tieal notes condensed from the lectures of 
F. H. Ramadge. 

XXXT, 862 pp.. 9 pl. 8°. 

London: H. Bailliére. 


Paris: J. B. Bailliére. 1846. 


AMERICAN EDITIONS 
1, 


A treatise on the diseases of the chest, in 
which they are described according to their 
anatomical characters, and their diagnosis 
established on a new principle by means of 
acoustick instruments. Translated from the 


French with a preface and notes, by John 
Forbes. First American edition. 

VIII, 319 pp., 8 pl. 8°. 

Philadephia: James Webster. 1823. 

A treatise on the diseases of the chest and on 
mediate auscultation. Translated from the 
latest French edition, with notes and a 
sketch of the author’s life, by John Forbes. 
From the third revised London edition, with 
additional notes. 

XXVIII, 736 pp., 8 pl. 8°. 

New York: Samuel Wood & Sons, and Col- 
lins & Hannay. 

Philadelphia: John Grigg, and G. Auwner. 
1830. 

A treatise on the diseases of the chest and 
on mediate auscultation, translated from the 
latest French edition, with copious notes and 
sketch of the author’s life, by John Forbes. 
From the fourth London edition, consider- 
ably enlarged and improved, with many ad- 
ditional notes and an extensive bibliography 
of the different diseases. 

XLIV, 675 pp., 2 pl. 8°. 

Philadelphia: Desilver, Thomas & Co. 

New York: Samuel Wood &@ Sons. 1835. 
A treatise on the diseases of the chest, and 
on mediate auscultation, translated from the 
third Freneh edition, with copious notes, a 
sketch of the author’s life, and an extensive 
bibliography of the different diseases by 
John Forbes. To which are added the notes 
of Professor Andral, contained in the fourth 
and latest French edition, translated and 
accompanied with observations on cerebral 
auseultation, by John D. Fisher. 

XLVITI, 784 pp., 2 pl. 8°. 

New York: Samuel S. and William Wood. 
Philadelphia: Thomas, Cowperthwaite and 
Co. 1838. 


GERMAN EDITIONS 


1. 


to 


Die mittelbare Auskultation, (das Héren 
mittelst des Stethosecops) oder Abhandlung 
iiber die Diagnostik der Krankheiten der 
Lunge und des Herzens, auf das neue 
Erforschungsmittel gegriindet. Nach dem 
Franzésischen im Auszuge bearbeitet. 

VI, XII, 618 pp., 4 pl. 8°. 

Weimar: Landes-Industrie Comptoirs. 1822. 
Abhandlung von den Krankheiten der Lung- 
en und des Herzens und der mittelbaren Aus- 
kultation als eines Mittels zu ihrer Erkennt- 
niss. Aus dem Franzésischen iibersetzt von 
Friedr. Ludw. Meissner. 

2v. XXVIIT, 564 pp.; 626 pp., 4 pl. 8°. 
Leipzig: August Lehnhold. 1832. 

The same. 

2 v. XXVIII, 564 pp.; 626 pp., 4 pl. 8°. 
Leipzig: Lehnhold. 1839. 
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BELGIAN EDITIONS 


1. Traité de l’auseultation médiate et des ma!- 
adies des poumons et du coeur. Nouvelle 
édition, publiée par les soins du docteur 
(.-J.-B. Comet, et augmentée d’une notice 
historique sur Laennec, rédigée par M. 
Bayle. 

XXXII, 657 pp., 5 pL, 2 1. 8°. 

Brurelles: A la Librairie Médicale et Scien. 
tifique. 1828. 

Traité de l’ausecultation médiate et des mal- 
adies des :poumons et du coeur. Nouvelle 
édition, augmentée de notes et additions par 
le docteur Mériadee Laennec, et d’une 
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notice historique sur Laennec, rédigée par 
M. Bayle. 

XXXII, 657 pp., 60 pp., 3 1., 7 pl. 8°. 
Bruzelles: J.-B. Tircher. 1834. 


ITALIAN EDITION 


Trattato della ascoltazione mediata e delle mal- 
attie dei polmoni e del cuore. Traduzione 
fatta sulla terza edizione di Parigi del 1831 
econ note del Sig Meriadee Laennee. Dal 
sig. d. Angiolo Modigliani. 

4 v. XXIV, 412 pp., 4 pl.; 414 pp., 3 pL; 
362 pp., 2 pl.; 302 pp. 8°. 

Livorno: Bertani, Antonelli, EC. 1833- 
1836. 


RELATION OF THE COLON TO ABDOMINAL TUMORS 


BY J. F. BALDWIN, M.D., F.A.C.S. 


WHEN a surgeon is consulted in a case of ab- 
dominal tumor his first desire is to ascertain 
the origin of the growth. Usually the diagnosis 
ean be arrived at promptly from the history of 
the case, by palpation and the location of the 
tumor. Oceasionally, however, it is wise to 
reach a diagnosis only by the method of exclu- 
sion. The relationship of the new growth to 
adjacent organs is of prime importance in such 
cases, and it is here that an exact knowledge of 
regional or topographical anatomy is of great 
value. 

A knowledge of the relationship of the colon 
to abdominal tumors will usually aid very pos- 
itively in making a differential diagnosis. 
Ziemssen, in 1863, suggested that inflation of 
the colon would frequently aid in a differential 
diagnosis of colonie disease. Harris, of Chicago, 
in 1898, also called attention to the same method 
of treating the colon in order to aid in diagnosis 
(Journal of the American Medical Association, 
February 11, 1898). Neither of these papers 
seemed to attract much if any attention. An 
article of my own on the same subject was pub- 
‘ished in the American Journal of Obstetrics, 
n 1903, but that paper shared about the same 
ate as its predecessors. 

Writers in general, even the most recent, seem 
itterly to ignore this use of the colon in the 
‘iagnosis of abdominal disease. 

Roughly speaking, the ascending, transverse 
and descending portions of the colon constitute 
‘hree sides of a square, and divide the abdom- 
nal eavity into four regions: a central region, 
-urrounded on three sides by the colon; a 

aperior, above the transverse colon; and a 
“ght and left lateral region. A tumor origin- 
cing in one of these regions may crowd over 
-nto another, but it can do so only by displacing 
Le colon, and it is the study of this ‘displace- 
ient which enables one to determine as a rule 
ie origin of the tumor. In the central area, in 


addition to tumors connected with the uterus 
and ovaries, will be found tumors of the omen- 
tum and mesentery, of the _ retroperitoneal 
glands, of the small intestine, and malignant,’ 
parasitic and other rare growths, the character 
of which must be determined if at all by other 
means; their relationship to the colon simply 
determines their location, not their character. 

Under ordinary circumstances the colon ean 
be pretty accurately outlined by percussion, but 
when distended by air, which can be easily in- 
troduced through the anus by an ordinary bulb 
syringe, the outline can be determined with 
absolute certainty. While the colon itself may 
be displaced by other abdominal viscera and 
tumors, the mesocolon has its parietal origin 
pretty uniformly fixed. This natural attach- 
ment is shown in all standard works on anat- 
omy. Bearing this colonic attachment in mind, 
and knowing its relationship to the abdominal 
viscera, the surgeon will by percussion gain 
much information of a diagnostic character 
when trying to determine the origin of an ob- 
secure abdominal tumor, and it will seldom be 
necessary for him, if he is at all expert in phys- 
ical diagnosis, to distend the colon artificially ; 
though such a procedure will in doubtful cases 
be essential. 

Most abdominal tumors originate in the ova- 
ries, uterus, kidneys, spleen, liver, pancreas, or 
omentum. Taking these up in the order named, 
it will be found that the colon must necessarily 
be on the outside of the tumors originating in 
the ovaries or uterus. 

The kidney is normally behind the colon. A 
tumor, therefore, originating in the kidney will 
develop between the layers of the mesocolon, 
and the colon will be found in front of the 
tumor or towards its inner side. Tumors of 
the adrenals, and those developing in pararenal 
tissue, or from the Wolffian body, will also pro- 
duce an anterior or inner displacement of the 
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eolon. A tumor developing in a floating kidney, 
while usually appearing first on the outside of 
the colon, may eventually enter the central area 
so that the colon presents upon its outer side; 
but when the patient is recumbent, the tumor 
will usually slip back into its original position 
unless held by adhesions. Any tumor which 
displaces the ascending or descending colon for- 
ward or inward is in all probability a tumor of 
the kidney or of the adrenal. 


Some years ago I gave very unusual care to 
the study of a tumor involving the upper ab- 
domen on the right side. The inflated colon 
was carefully studied in this connection, and it 
was finally decided that the tumor had devel- 
oped from the under surface of the liver. The 
urine had been carefully studied but had shown 
nothing abnormal whatever. There was no his- 
tory of disturbance of the kidney or bladder. 
Several specialists had studied this case with me 
in anticipation of its presentation at a surgical 
clinic. At the operation the abdomen was 
opened directly over the tumor, when it was 
found that it was a hypernephroma developing 
from the extreme upper end of the right kidney, 
which in its development had become firmly at- 
tached to the under surface of the liver and thus 
exactly simulated a primary tumor of that vis- 
-eus. Its removal with the kidney was readily 
accomplished with surgical reeovery of the pa- 
tient, but he was a transient negro and passed 
from observation. 


In this case a pyelogram might have at least 
suggested the correct diagnosis, but the case oe- 
curred before the days of pyelograms. 

The spleen must necessarily be on the outside 
of the descending colon, and if greatly enlarged, 
will override it entirely. Bearing this fact in 
mind it would seem as though there should be 
no difficulty in the differential diagnosis be- 
tween tumors of the spleen and those of the 
kidney, or of the ovary; and yet such mistakes 
are being frequently made and by the best men 
in the profession. In the Journal of Obstetrics, 
of April, 1902, is a report of three splenectom- 
ies which had been made at the Johns Hopkins 
hospital. In two of the cases the tumor was 
supposed to be ovarian, and in the third the 
diagnosis was a cystic kidney. In the report of 
these cases nothing is said to indicate that any 
examination was made to determine the rela- 
tionship of the colon to these growths. 

In his valuable study of some cases of hyper- 
nephroma, in the issue of the Boston Mepicau 
AND Sureicat Journat of March 18, 1926, Dr. 
Chute states that in a few cases he has ‘‘known 
excellent observers to confuse a renal mass in 
the left loin with the spleen in spite of the fact 
that they could find no notch. On the right 
side a tumor of the kidney has in two cases been 
confused with a big gall bladder.’’ Dr. Chute 
very properly states that in those cases the de- 
formity of the kidney pelvis, shown by a pyelo- 


gram, would have settled the diagnosis, but the 
blunders could have been easily avoided by a 
study of the tumors in their relationship to the 
colon, and without the refinements required to 
secure a pyelogram. The finding of the splenic 
‘‘notch’’ is a valuable point in diagnosis, but 
should not be regarded as pathognomonic. One 
Professor of the Practice of Medicine, with 
whom I was ealled in joint consultation, in- 
sisted that a tumor on the left side of the ab- 
domen was a spleen because he could feel the 
notch. My diagnosis had been a tuberculous 
kidney, and when I asked him to explain the 
presence of the descending colon in front of the 
tumor he was not able to do so, but ignoring 
that anatomical argument insisted that he 
‘feould -feel the notch.’’ Later events proved 
that what he thought was the notch was simply 
a depression between two tuberculous projec- 
tions of the kidney. : 

An enlarged spleen, with its suspensory liga- 
ment and gastrosplenic omentum elongated, 
might perhaps, if the patient were in the erect 
position, be apparently located on the inner side 
of the descending colon; if, however, the pa- 
tient were examined when recumbent, the spleen, 
in the absence of adhesions preventing it, would 
slip back into its proper position and then the 
colonic tympany could be easily made out on 
its median side. 

Enlargement of the liver crowds the colon 
down or overrides it. There should, therefore, 
be no difficulty in differentiating the liver from. 
any tumor arising from the pelvis or from the 
kidney. The gall bladder, being a part of the 
liver, also crowds down or overrides the colon. 
It may even, when elongated, hang down in 
front of it for a considerable distance. With- 
out bearing these facts in mind it would many 
times be difficult to diagnosticate between an 
enlarged gall bladder and a tumor of the right 
kidney, but remembering that the gall bladder 
lies above or in front of the colon, while the 
colon lies in front of, or somewhat to the inner 
side of, an enlarged kidney, the diagnosis be- 
tween these two is not difficult. 

A Reidel’s lobe presents the same anatomical 
conditions as does a gall bladder, and as a dis- 
tended gall bladder is frequently found direct- 
ly connected with such a lobe the differential 
diagnosis in many eases will necessarily be im- 
possible. 

Tumors of the stomach will, of course, crowd 
the transverse colon downward. 

Tumors of the pancreas have frequently been 
mistaken for something else; often in the female 
for tumor of the ovary. A study of the re- 
lationship of the transverse colon in these cases 
would almost certainly obviate the error, since 
in 95 per cent. (Harris) of these cases a tumor 
of the pancreas appears above the transverse 
colon. In a few eases it lies behind the colon, 
but even in these the fixed location of the trans- 
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-erse colon would render a correct diagnosis al- 
most certain. Very rarely the pancreatic tumor 
projects above the stomach, between it and the 
liver. 

A eyst of the extremity of the pancreas may 
appear behind the ascending or descending 
colon, and thus simulate a tumor of the kidney : 
but ordinarily the transverse colon will suffer 
some displacement, and this will lead to a cor- 
rect diagnosis. | 

In one case of tumor of the tail of the pan- 
ereas the differential diagnosis lay between a 
cystic tumor of the pancreas and a tumor of the 
left kidney, or of the suprarenal capsule. The 
fact that the urine from the left kidney showed 
evidence of a pyelitis, led me to rather favor 
the renal origin of the tumor. Because of this 
uncertainty, an anterior incision was made 
which at once revealed the location of the cyst. 
It was opened and drained, and the patient re- 
covered. 


Tumors of the omentum, if developing in its 
lower portion, cannot by their relationship to 
the colon be distinguished from tumors arising 
in the pelvis; their diagnosis must be deter- 
mined, if at all, by exclusion. 

Those rare tumors which develop between the 
folds of the mesentery or of the mesocolon, must 
be diagnosticated by other means than by their 
relationship to the colon alone, and as a rule 
their exact character is not determined until 
operation. 

It is seldom necessary to inflate the colon to 
any marked degree, since the surgeon by careful 
palpation as the air is being injected can feel 
it passing under his fingers ard thus locate the 
colon without any discomfort to the patient, 
though under no circumstances have I noticed 
any special discomfort even when full dilatation 
was found necessary. The injected air is read- 
ily passed following a stimulating enema. 


INTRODUCING SOLUTIONS SUBCUTANEOUSLY 


BY WELLER VAN HOOK, M.D. 


ForTUNATELY all physicians now appreciate 
the usefulness of the parenteral introduction of 
fluids. The applieability of the procedure 
ranges from mere convenience to the saving of 
life, and from the choice of drugs used in mod- 
erate volume to the introduction of great quan- 
tities of water bearing the ‘‘normal’’ proportion 
of salt, two per cent. of sodium bicarbonate and 
five per cent. of glucose. 

When large volumes of aqueous solutions are 
required it may be necessary to throw them 
into the system hastily, half a liter or a liter in 
a very short time. The sudden introduction of 
fluid intravenously is deeried by the best phys- 
iologists except in great emergency, as when the 
blood volume is suddenly reduced. The right 
heart may be embarrassed and the general fluid 
balance may be disturbed by the swift intro- 
duetion of fluids. 

The number of routine cases demanding par- 
enteral fluid administration is very great in sur- 
cical practice if full regard is paid to the needs 
of those patients who are not in extremis but 
are to be benefited by the prompt introduction 
of overdoses of water holding salt, glucose, so- 
dium bicarbonate, ete., in solution. In other 
words, there are few patients who do not strong- 
iy need such solutions after anaesthesia and 
operation, to replace fluids lost, to supply salt. 
— and sugar and to encourage rapid elimin- 
ation. 

Intravenous and massive subcutaneous injec- 
‘ions meet the rough requirements of the gross 
emergency cases, while, where very large quan- 
tities of fluid are to be kept running for hours 
ind days, the intravenous canula method, so 
eloquently advoeated of late by Matas, is ideal. 


I wish to protest against the violent disrup- 
tion of the loose subcutaneous tissues by the 
needless, sudden introduction of quantities of 
solutions into them. It may suit the conven- 
ienee of thoughtless attendants to throw dis- 
tending masses of solutions into the submamm- 
ary tissues, but it serves no useful purpose 
io intraduce those fluids much faster than they 
can be absorbed. And every thoughtful per- 
son will admit that the rapid introduction pro- 
duees trauma, even if slight, and often pro- 
nounced pain and discomfort, while sloughing 
is an occasional misfortune. 

Again, I protest against the thrusting of 
heavy needles through the skin of unanaesthe- 
tized patients without preliminary local anaes- 
thesia. Often one sees enthusiastic young men 
drive needles more than a millimeter in diam- 
eter through the skin of sensitive patients, even 
women and children, in a manner most careless 
and eruel. A hypodermic syringe-full of one 
per cent. novoeaine solution used beforehand in 
preparation for each large needle thrust 
through the skin prevents pain. 

But the special object of this communication 
is to recommend a very gentle and efficacious 
procedure for use where, as is so often the case, 
fluids are needed for introduction with moder- 
ate rapidity only. Where the patient can ab- 
sorb from the stomach only small quantities of 
fluid or can utilize only moderate amounts of 
fluid by proctocleisis the introduction of one to 
three liters of solution per twenty-four honrs 
may yield the happiest of results. This effect 
may be brought about, as my own experience 
has demonstrated, by the following method: 

From a reservoir kept warm by an electrie 
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light bulb, carry down a tube interrupted by a 
drop-regulating mechanism (proctocleisis drip 
bulb) to the patient’s mammary regions. !1 a 


Hypodermocleisis with small needles. 


single needle is used only one terminal tube is 
required; but if two needles are required, as is 
usually the case, a small y-tube is provided. 


Now the point of our suggestion is this—that 
ordinary hypodermic needles of gauge eighteen 
are quite large enough for most purposes. They 
are introduced directly or, as I prefer, after the 
skin has been anaesthetized by the introduction 
of a drachm or two of novocaine solution 
through a number 27 gauge needle on a hypo- 
dermic syringe. 

One gauge eighteen needle, used with the 
drop regulator, will deliver fifty cubic centi- 
meters of fluid per hour without distension of 
the skin or pain! This is a matter of much im- 
portance in the management of women and chil- 
dren. With no fuss and practically no pain 
the fluid is introduced and the therapeutic need 
is met. 

One needle thus used will deliver twelve hun- 
dred cubic centimeters per day; while of 
course, two needles will double the amount. 
The tubes bearing the needles are fastened to 
the skin with adhesive plasters. In extreme 
emergency additional needles might be used. 

This method simplifies hypodermocleisis and 
removes its terrors. 
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V. GENERAL DISCUSSION OF CONTROL 
MEASURES 


Pasteur said ‘‘It is in the power of man to 
cause the infectious diseases to disappear from 
the face of the earth.’’ His prophecy shows 
promise of materializing in the case of small 
pox, typhoid, malaria, diphtheria, and yellow 
fever, but the other diseases are still far from 
controllable. The following are the chief fac- 
tors which interfere with attempts to enlarge 
the small list of diseases just given: 

1. Ignorance as to etiology. 

2. Ignorance as to means of transmission. 

3. Carriers of virulent pathogens. 

4. Slowness and indifference of the general public 

- Which leads to reluctance to adopt new, proven 

measures; and lack of coéperation of the gen- 
eral public, including medical profession. 


*Published by the Committee on Public Health of the Massa- 
chusetts Medical Society. 


5. Evasion of accepted control measures by the igno- 
rant and wilfully disobedient. 


6. Poverty, preventing full application of recognized 
measures. 


In Massachusetts the transmission of com- 


2}municable diseases is accomplished in practi- 


cally only two ways,—through the upper respi- 
ratory tract and through the digestive tract. 
Since the control of our food and water is com- 
paratively easily accomplished, the great prob- 
lem now is to check those diseases which gain 
entrance to the body through the nose and 
mouth by means of infected saliva and feces. 
Each disease in the communicable group re- 
quires a different method of control but there 
is one principle common to all and that is that 
except in milk, pathogens cannot reproduce 
outside the body. The danger does not lie in 
air, dust, or fomites, as was formerly thought, 
but in the direct transfer, not so much from 
the sick person, but from the unrecognized case 
or carrier. The problem of the health officer 
is to break the ‘chain in the most economical 
way and with the least inconvenience to all con- 
cerned. It is now considered poor policy for 
a health officer to forbid things which have 
merely a slight detrimental effect on health 
and which interfere with business and eco- 
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,omies. As Chapin says, automobiles ki!! 
‘yousands each year but their use is not pro- 
vibited. Certain general control measures 
-hieh are undoubtedly of real value are uni 
versally applicable; schools, institutions, mili- 
‘ary camps, industrial centers, etc. have add: 
‘ional special problems of their own which ar 
not diseussed in this study. 

Before proceeding to the consideration of 
the respective communicable diseases, it will be 
advisable to discuss in a general way some of 
the most essential of the factors which enter in- 
to the problem of control. 


EARLY DIAGNOSIS 


The early recognition of a communicable 
disease is one of the most important primary 
requisites for the application of control meas. 
ures, but is a problem which is not readily 
solved. The responsibility for failure to ob- 
tain it almost always rests elsewhere than with 
the practitioner. He is either called late, 
after infectiousness is over or much diminished 
or is never called at all. The value of an early 
diagnosis has been recognized ever since the 
epidemics of the Middle Ages when all sorts of 
fantastic devices were invented to detect a case 
in its incipiency. The ignorance of the pub- 
lie as to the necessity for early isolation may 
be charged with responsibiilty for the late diag- 
nosis and the consequent prevalence of acute 
carriers. 


ISOLATION 


Only a few years ago isolation of the sick was 
thought to be the means of breaking the infect- 
ing chain, thus wholly preventing the spread 
of communicable disease, since the only way 
known in which one could become infected was 
through contact with a sick person. But sinee 
then we have learned that isolation of the 
known sick is comparatively much less impor- 
‘ant than was thought. Not only are carriers. 
missed cases, and cases not seen by medical 
men, far more important as spreaders of 
lisease than the really ill person confined to his 
ved, but it is reeognized that those actually ill 
snough not to be able to move about probably 
were in the most infectious stage of the disease 
‘or several days before the diagnosis was made 
while they were still ambulant. In some few 
diseases the infectiousness has practically 
ceased by the time the patient takes to his bed. 
Pewsey isolation can control a communicable 
‘isease its exact etiology must be known, or at 
‘east its precise method of spread, and diagno- 
sis must be absolute. But mistakes are easv in 
: en a commoner diseases, and particularly 
: 4. ere there is no scientific criterion for a 
oo as in influenza. Many atypical 
= are not recognized, and still more typical 
_ are never seen by a physician. It has 
— estimated that less than a third of the 
“ases Of measles in Boston are officially known, 


and that not more than a tenth of the whoop- 
ing cough in New York City is reported. 
Nevertheless isolation cannot be abandoned, 
primarily because it actually does prevent 
many cases although unsuccessful in stopping 
epidemics, and secondarily because the public 
demands a certain amount of it, particularly 
among the families of neighbors. Under cer- 
tain circumstances early and effective isolation 
can prevent an epidemic. In small ecommuni- 
ties where epidemiological work is more readily 
done because every one is known and contacts 
ean be traced back, it is often possible to do ef- 
fective work with isolation if the first two or 
three cases are found early. Similar work in 
large cities is impossible, for opportunities for 
unknown contact infection in crowds are in- 
finitely greater. 

In this study the term isolation includes con- 
current disinfection of discharges, linen, uten- 
sils, ete. The precise disinfection required. 
depends on the disease and a detailed general 
scheme is impossible. As a general rule nasal 
and oral secretions should always be burned at 
least daily, after collection on gauze or paper 
napkins in a paper bag attached by adhesive to 


the frame of the bed. A tub of 2% com- 
pound ecresol, 5% carbolic acid, or 10% 
formalin should be always available to 


receive the linen. Jand disinfecting solu- 
tion and gowns for physician and attend- 
ant should always be ready. Two percent. com- 
pound eresol or 5% carbolie should be used for 
feces and urine, to the amount of twice the vol- 
ume of the material to be disinfected, masses 
broken up, and the mixture allowed to stand an 
hour. Eating utensils should be boiled after 
each use, and be for the individual use of the 
patient. No food should be returned from the 
sick room, and the attendant should not han- 
dle food for the remainder of the family. Air 
disinfection is useless, except for insects and 
rats. Terminal disinfection consists in 
cleansing mechanically with soap and water, 
or by air and sunlight. 

The procedures described above cannot be 
followed in the great majority of families. 
Even where the best trained help is available 
isolation is probably very seldom perfect; the 
average is certainly not more than 50 or 60% 
perfect. The mother of a family in a tene- 
ment who ean afford no help, even if she is fair- 
ly intelligent and willing to codperate, must 
necessarily have a very defective technique. 
Recognizing the inefficiency of the usual iso- 
lation there is nothing to do but to be moder- 
ate in requirements. ‘The subject cannot be 
ignored entirely, and absolute quarantine and 
isolation would neither be effective nor could - 
they be obtained any more than in 1665 in Lon- 
don, when each infected house had a guard, as 
described by Defoe in ‘‘The Journal of the 
Plague Year.’’ Moderate restriction does some 
good, and is more likely to be obeyed than more 
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drastic requirements. ‘ It is far better to have 
all the sick isolated as well as can conveniently 
be done than to have a few drastically quaran- 
tined with the others concealed from the au- 
thorities. It is barely possible that isolation 
which certainly is now being carried out better 
than in years past has more influence than we 
think. Methods of travel are now such that 
there is vastly increased interecommunication 
and one cannot say that isolation has not tend- 
ed to counteract an increase in communicable 
disease which might otherwise have occurred. 


Isolation is generally of as much benefit to 
the patient as to others. If he is restricted, 
he will generally remain in bed and will have 
better care. Danger of complications will be 
lessened. Any sick person should be cared for 
in a cleanly manner, and particularly those in 
danger of complications. 


Since isolation is of undoubted benefit, it 
should be carried a step further, that is, all 
persons afflicted with acute catarrhal symptoms, 
particularly with the slightest fever, should be 
isolated at once, without waiting for a diagno- 
sis which often is not possible for several days. 
This is almost imperative in children, and moth- 
ers should isolate them as soon as they even 
look sick. Until the disease is known not to be 
contagious, isolation with concurrent disinfec- 
tion should be carefully carried out and all vis- 
itors excluded. Ineubationary carriers prob. 
ably distribute many more pathogenic organ. 
isms than do chronic earriers, and the isolation 
of the former should be a real factor in control. 
Ineubationary carriers with catarrhal symp- 
toms distribute not only the organism which is 
incubating in them but through their increased 
sneezing and coughing pass on more readily any 
other organism they may be earrying. In this 
connection, another control measure which 
would undoubtedly lessen the transmission of 
disease is the boiling of all eating utensils after 
each use, whether in the home, hospital, or res- 
taurant. 


Hospitalization where possible is of advan- 
tage, and is essential under certain conditions. 
Infectious cases in institutions, lodging houses, 
and hotels have no other satisfactory means of 
being cared for. As protection to other mem. 
bers of the family, relieving an already over- 
worked mother, and obtaining better nursing 
and medical service, the hospital is a distinct 
help. But as was learned in England no 
amount of hospitalization can prevent epidem- 
ics in cities. When a sick child is sent to a 
hospital, the other children can generally re- 
turn to school earlier than if the patient re- 
mains at home. Separation’ of the sick child 
from the well can often be effected with the aid 
of relatives, and this also operates to release the 
uninfected children. Some diseases such as 
typhoid can be far more advantageously treat- 
ed in hospital, and others such as scarlet fever, 


diphtheria, pneumonia, and measles are as well 
off at home. 

Placarding of the infected home by the health 
official has two important effects. It enables 
those to keep away who wish to avoid unneces- 
sary exposure, and it is of distinct educational 
value to the public. School authorities warned 
thus as well as by notification by the health de- 
partment, that certain homes are infected can 
take the necessary precautions. 

Whenever, through ignorance or wilful dis- 
obedience, satisfactory isolation cannot be ob- 
tained, or there is neglect in treatment, the 
health department should have legal authority 
for ‘‘forcible removal,’’ as is the case in Mas- 
sachusetts. 


NOTIFICATION 


Each state has laws or regulations requiring 
the reporting of certain diseases. The diseases 
specified differ in the various states, but there 
is a tendency to uniformity in that the model 
law which has been recommended has been 
adopted in a number of insanteces. When 
diseases are reported in conformity with the 
law it becomes the duty of the officials receiv- 
ing the report to record the data and to act on 
the information. Unfortunately there is a ten- 
dency to regard as foolish, notification of cer- 
tain diseases like measles, chicken pox, German 
measles, mumps, pneumonia, and influenza, be- 
cause the notification does not and cannot yet 
lead to any immediate effective action. It is 
insisted by these objectors that physicians will 
not report more than a small proportion of 
their cases unless the health department accom- 
plishes something beneficial as a result of the 
information they receive. Incomplete morbid- 
ity figures of this kind are worthless for study, 
and a health department is merely placed in 
disrepute as a result, the argument continues. 

Notification should be practiced. It is not 
an old requirement, and morbidity figures are 
therefore not of much value yet. The proce- 
dure should be as simple and informal as pos- 
sible in order to cause the least possible trouble 
to the physician. Telephone reports should 
be encouraged both because the information is 
more prompt and because it is easier for the 
physician. A very simple system, such as that 
of Alabama, described by Maxcy, should be 
used. It is a duty the physician owes to the 
state and to his profession to conform to the 
law by reporting conscientiously all the notifi- 
able diseases he sees. He is not asked to do 
this for any individual, or for any health de- 
partment but for the cause of preventive medi- 
cine. Prompt notification aids greatly in build- 
ing up a health department, and it enables edu- 
cational work to be done, for the health depart- 
ment should immediately send a representative 
to the home to give necessary instructions and 
help, repeating the visit as often as possible or 
necessary. 
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The more complete the reporting the more 
intelligent the work of the health department. 
If, in small communities, notification is prompt, 
active measures will often prevent ‘epidemics. 
if there is no local health department reports 
should be made to the State Board, for if no 
eases are ever reported from a community its 
‘city fathers’’ will never see the need for a 
health department for they will not know of the 
preventable illness that exists. Suspicious 
water supplies have often failed of purification 
because ‘‘no epidemics were ever traced to it.’’ 
If the physician fails to report his cases because 
of an inefficient health department, he is in er- 
ror. There is then increased need for report- 
ing so that when it is necessary for the State 
Board to step in and help he can give his hearty 
codperation with a clear conscience. 


Morbidity figures have a certain statistical 
value if they are accurate. The value of cen- 
sus reports of population and mortality are con- 
ceded to be important, and sickness records are 
even more valuable for, as Wilson says, we can 
die but once and can get sick many times. 
Study of good morbidity figures assists in find- 
ing means for prevention of illness. Each 
disease on the list is there for some particular 
reason. In many of these diseases we need 
more knowledge as to seasonal prevalence, 
geographic distribution, age, sex, ete. in order 
to obtain data for study. In certain diseases 
like tetanus control measures consist largely in 
getting data as to prevalence which may then 
be used for legislative or administrative pur- 
poses. Possibly the most beneficial use for re- 
ports of new eases is that advocated by Hill, 
namely to study the distribution of cases as 
they develop and when these are seen to group 
themselves, look there for a carrier. 


TRANSMISSION 


The reservoir for the infectious agent of al. 
most all the communicable diseases is man him- 
self, and even in plague, once an epidemic 
starts, the infection may be conveyed directly, 
from man to man. As Hill says, transmission 
is accomplished, with a few exceptions, by the 
route that infected body discharges take from 
the patient or carrier to the uninfected individ- 
ual. He believes that 99% of infections are 
accounted for in that way, and that the other 
1% would not take place if the 99% were pre 
vented. The problem is then to find and con- 
trol those individuals who make up the reser- 
voir, 


Very few pathogenic organisms are able to 
exist any length of time outside the body under 
ordinary conditions. They find their ideal 
conditions for development in the human body. 
Certain pathogens live as well in the animal 
body, but as the diseases caused by them play a 
minor réle, they are ignored in this general dis- 
cussion. After development in the human 


hody these pathogens then leave the body in the 
discharges from the main orifices. These dis- 
charges then reach the mouth, nose, or eyes of 
uninfected persons. Infection through fomites 
takes place only when the latter have been 
freshly contaminated. Direct and indirect con- 
tact are spoken of but no sharp line can be 
drawn between them. The discharges ma 
reach an uninfected person directly or thro 
the famous ‘‘food, fingers, and flies’? which 
may obtain the virus either directly or from 
recently infected fomites. The prevention of 
contact infection is not in sight, first because 
there are no practical ways of locating all car- 
riers and missed eases, and second because only 
a thorough education of the publie with a con- 
scientious universal observance of the princi- 
ples of cleanliness thus learned can stop the al- 
most ubiquitous interchange of discharges. 
Overerowding vastly increases the chances for 
this exchange of excreta, and thus favors epi- 
demies. But there is some unknown law of 
nature which is the most important factor in 
transmission. 

A century ago it was shown by military sur- 
geons in the Napoleonic Wars that the boiling 
of eating utensils was an efficient preventive of 
diseases of the upper respiratory tract. Cum- 
mings and Lynch demonstrated that fact again 
during the late war, and now its importance is 
generally recognized : 

City schools are not a factor in the spread of 
disease, but this is not true in rural districts 
where children who would not otherwise meet 
are brought together in schools. The closure 
of eity schools results in more intimate con- 
taet of the children on the streets, for while at 
school they are kept at a certain distance from 
each other. Chapin has made statistical stud- 
ies as to this point and has found that diphthe- 
ria epidemics may start before school opens and 
persist after closure. He is not certain that 
the transmission of measles is not aided by the 
schools, but thinks no other disease is appre- 
ciably influenced in this way. 

On the other hand, schools may be made a di- 
rect aid in the campaign against communicable 
disease. There should be a daily medical in- 
spection during times of unusual prevalence of 
disease, and any child with catarrhal symptoms 
sent home, with prompt direct notification of 
that fact to the health department. The teach- 
er should always be on the watch for such chil- 
dren and send them home as soon as they ap- 
pear not to be well. In fact a teacher who has 
been properly instructed and is observant may 
be of far more practical value in school inspec- 
tion work than the occasional inspection by a 
medical man. ‘The aid given by the schools 
in the efforts to educate the public how to con- 
quer the communicable diseases will be con- 
sidered in a later paragraph. 

Exclusion from school of children from in- 
fected families should not be a drastic measure. 
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There is here an excellent opportunity 0 be 
lenient and thus please the family withow det- 
riment to the cause of preventive medicine. It 
will frequently be possible to supervise and in- 
spect well contacts daily, and to permit tlem to 
attend school. Absolute or even relative pre- 
vention of transmission by children who are 
contacts is impossible, for children are natural- 
ly uncleanly. So the health department can 
well afford to adopt a liberal attitude. Board- 
ing schools with well equipped hospital or iso- 
lation facilities and with daily medical inspec- 
tions are much better kept in operation than 
closed with consequent spread of a number of 
foci of infection. School authorities should 
be kept informed by the health department as 
to the families or homes infected, so that chil- 
dren from such families may be kept under su- 
pervision and excluded if necessary. Contact 
children who have been shown by health depart- 
ment records to be immune are of course not 
excluded, and this has a decidedly encouraging 
effect on notification. When schools are kept 
open it is sometimes possible to locate danger- 
ous carriers who would have otherwise escaped 
detection. 

Funeral restrictions are always a source of 
discontent, and there is really no reason for 
them. Any non-immune members of the fam- 
ily should be excluded from the home or church 
during the service and then no appreciable risk 
of transmitting the disease to others is run. 

Crowding, whether in public conveyances, 
public gatherings, or in dwelling places is one 
of the best means of conveying pathogenic or- 
anisms. Multiple exchanges of the flora of the 
upper respiratory tract are facilitated by drop- 
lets expelled in sneezing, and coughing, and by 
saliva smeared over articles frequently touched 
by many. This furnishes ideal conditions for 
these bacteria. 


CARRIERS 


Carriers may be temporary or permanent. 
The former inelude incubationary carriers, 
convalescent carriers, the recognized case, and 
the missed, atypical, and concealed cases. The 
healthy carrier who may be an unknown conval- 
escent from a missed case, may also be a tem- 
porary one. Permanent carriers are conval- 
escent carriers who have persisted as such dur- 
ing the arbitrarily adopted period of three 
months. Healthy carriers in whom the disease 
is present but unsuspected may also become 
chronie carriers, and they are the ones most 
difficult to locate. 

Carriers have not been recognized as impor- 
tant until about a decade ago because neither 
their existence nor their numbers were more 
than suspected, and that by a very few. Defoe 
in his ‘‘Journal of the Plague Year’’ states 
that ‘‘the Infection was propagated insensibly 
and by such persons as were not visibly infect- 
ed who neither knew who they infected or who 


they were infected by.’’ There are very few 
diseases in which carriers are not important 
factors in transmission. So far as is known 
chronic carriers play no part in the transmis- 
sion of measles or of small pox, but they are es- 
pecially important in the typhoid fevers, diph- 
theria, and meningitis. Active immunization 
against diphtheria and typhoid permits pro- 
tected individuals to become carriers without 
menace to themselves. But, as McLaughlin 
says, this is no argument against immunization, 
which is available to all. 

Incubationary carriers are probably most 
dangerous because of the very rapid increase of 
the organisms during that period. Convales- 
cent carriers should theoretically all be known, 
but of course are not. Many cases are not 
seen by a physician, either because they are am- 
bulant or because the family did not desire or 
eould not afford a physician; such cases and 
eases wrongly diagnosed are potent factors in 
transmitting infections. How to guard against 
such carriers is difficult to understand except 
in the Utopian condition of an educated public. 
In such diseases as meningitis, influenza, and 
measles (the latter incubationary), the carrier 
problem is so vital that it overshadows every 
other consideration. Each large city contains 
hundreds of carriers of virulent disease germs 
only a small proportion of whom are ever 
found. And when they are found there is the 
problem of what to do with them. It is not 
possible to restrain them, but they should cer- 
tainly be registered, and required to report at 
semi-annual intervals. Certain occupations, 
particularly handling food, should be prohibit- 
ed. In certain diseases other occupations such 
as barber, beauty parlor operator, ete. must al- 
so be on the prohibited list. 


RELATION OF THE PHYSICIAN TO THE HEALTH 
DEPARTMENT 


No health department can succeed in its fune- 
tions without the hearty codperation of the 
practicing physicians, each of whom should 
feel that he is virtually an assistant health of- 
ficer. There is no profession which is so al- 
truistic as the medical profession but many 
practitioners feel that there is more or less over- 
reaching on the part of the health department 
and therefore are not inclined to give it their 
hearty support. Preventive medicine is grow- 
ing rapidly and is becoming more and more as- 
sociated with sociological problems. The 
thinking physician who studies his patient is al- 
so gradually extending his field, and is certain 
to come in contact with other than strictly 
therapeutic agencies. Sooner or later he must 
realize that the interests of his profession are 
closely associated with such broad problems as 
the public health. 

The attending physician is much better able 


to secure good concurrent disinfection than is 


the health department. He visits the patient 
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much more frequently than the health depart- 
ment’s representative can hope to do, and by 


ing physician owes it as an important duty to 
his profession, to humanity and to the state to 


virtue of being a physician is more able to giv«' report his notifiable cases and particularly the 


‘aetful advice and instructions than the non-| victims of venereal 


medical representative. There is no other way 
io inform those infected with venereal diseases 
how to refrain from infecting others than by 
the adviee of the attending physician or by 
printed advice given the patient by the physi. 
cian supplemented with a few words to accen- 
tuate the written instructions. The practic- 


disease who neglect treat- 
ment. He may do much to aid the cause of 
preventive medicine in specific instances by 
urging immunizations against small pox, ty- 
phoid, and diphtheria, as well as generally, by 
his cooperative attitude. 


(To be continued) 
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Wuitr the number of investigations in the 
field of neurology has been at least up to former 
levels, there have been no outstanding discov- 
eries, and the development of no new and out- 
standing techniques in any of the fields of this 
branch of medicine. There has rather been an 
accumulation of data tending, on the whole, 
toward progress. The subject matter covered 
by this year’s writings is too vast and, in part. 
too theoretical to be reviewed for a general med- 
ieal public. I have, therefore, selected from the 
work of the year a few topics of outstanding 
clinical importance. 


CEREBROSPINAL FLUID 


There are two main theories as to the pro- 
duetion of the cerebrospinal fluid. The one the- 
ory, which is on the whole the more widely ac- 
cepted, believes it to originate in the choroid 
plexus, as a sort of secretion, thereby placing 
the choroid plexus in the class of glandular 
structures. This first theory is held, practically 
speaking, by all the neuro-surgeons and a great 
many of the physiologists. On the other hand, 
a theory sponsored largely by the work of Mes- 
trezat, states that the spinal fluid is a dialysis 
in which the blood vessels on the one hand, and 
the spinal fluid spaces on the other, are sepa- 
rated by a membrane, the choroid plexus, and 
that osmotic pressure and similar physico-chem- 
ical phenomena are responsible for the spinal 
‘uid. The investigators who formulated this 
‘heory point out that practically speaking all 
substanees found in the blood are found in the 
svinal fluid, and no substances are found in the 
‘pmal fluid whieh are not found in the blood. 
‘ne glandular theory has been reviewed at 
ngth by Walter Hughson (Arch. of Neur. and 
Aug., 1925). 

rhe work of Walter, Fr. K. (Zeitschr. f. d. 
ies. Neurol. u. Psy. 1925; 95; 522) points to a 
“terent conelusion. By the ingestion of bro- 
des, he shows that the amount of a substance 


found in the spinal fluid after ingestion is re- 
lated to the amount ingested. The only relation- 
ship exists between the relative concentration in 
blood and spinal fluid. If a patient takes 3 eg. 
of sodium bromide by mouth, per pound of 
weight, for 5 days, there is 3 times as much 
bromide in the blood as in the spinal fluid. In 
certain diseases, the barrier permits less sub- 
stances to go through, and in others more. In 
meningitis there is an increased permeability, so 
that relatively more of the substance appears in 
the spinal fluid. He believes that the permea- 
bility is conditioned by two factors, first, a phy- 
sico-chemical (osmotic), the other biological or 
selective. The biological factors are caused by 
toxie or inflammatory alterations of the barrier. 
The permeability is a specific function of the 
barrier which, however, is unrelated to other 
functions. 

Schonfield and Leipold (Zeitschr. f. d. ges. 
Neur. u. Psy.; 1925; 95; 473) also corroborate 
the opinion of Walter that the inflammatory 
meninges are more permeable than the normal 
ones. They believe that the substances pass 
more readily after intramuscular injection than 
by intravenous injection. Using uranin and 
iisculin, they found that substances pass readily 
into the spinal fluid in 1% to 2 minutes, and 
that the process is a simple ultrafiltration 
through the blood vessel walls, and into the 
spinal fluid. In patients who have increased 
protein and increased cell counts, the substances 
pass more readily into the spinal fluid. 

Nishimura, K. (Proceedings Soc. Exp. Biol. a 
Med.; 1925; 22; 322) studying the lactic acid 
content of the spinal fluid, shows that the differ- 
ence between the blood content and the spinal 
fluid content is greater in meningitis than in 
other diseases. 

Wilcox and collaborators (Am. Journ. Dis. 
Children; 1925; 30; 513) working on the chem- 
istry of the spinal fluid, state that the impor- 
‘tance of the spinal fluid sugar lies in its rela- 
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tionship to the blood sugar content. In general, 
the spinal fluid sugar is from 40 to 60 per cent. 
of the blood sugar. There are high relative 
values in encephalitis meningismus, convul- 
sions, acidosis, and nephritis, but also, they state, 
a high relative value in some normals. (The 
reviewer does not think they have enough cases 
to substantiate clearly any such conclusions. 
There is a low relative value in tubercular men- 
ingitis and in acute meningitis, and this seems 
to be the one fact about spinal fluid sugar which 
at present is not controversial and is of diag- 
nostic importance. ) 

Fremont-Smith and Dailey (Arch. Neur. & 
Psy.; Vol. 14, 3, Sept., 1925) agree with the 
statement that the value of the spinal fluid sugar 
is based upon its relationship to the blood sugar. 
Fremont-Smith and Dailey state that sugar val- 
ues of the spinal fluid below 50 mgms. nearly al- 
ways indicate an acute infection of the meninges. 

Goodwin and Shelley (Arch. of Internal Med.; 
1925; 35; 242-258) emphasize this fact, and it 
stands out as the one fact agreed upon by all the 
writers. That there is a high sugar value in 
encephalitis in many instances is associated by 
all the writers, but that other diseases may have 
as high a value and in encephalitis one may find 
a lesser value is conceded. As a differential be- 
tween encephalitis and meningitis, spinal fluid 
sugar would seem to be of value, especially in the 
early stages of meningitis and in those types of 
encephalitis in which there is some degree of rig- 
idity of neck and an approach to the kernig 
sign. 
Ayer and Solomon (Arch. of Newr. and Psy.; 
Sept., 1925) point out that the spinal fluid 
differs in different localities. The pressure is 
similar in all, and the main reactions of the 
spinal fluid differ but slightly from one place 
to another. The total protein content differs 
somewhat, the greatest amount appearing in the 
lumbar fluid, next in the cisternal fluid, and the 
least of all in the ventricular fluid. The re- 
verse condition obtains in relationship to the 
sugar concentration. In diseased conditions, 
there seem to be differences of irregular type. 
The important point about this paper is that 
spinal fluid obtainable from various localities 
differs in the information given, and it requires 
frequently the combined information to get an 
accurate picture of the pathological process. 
Therapeutical suvstances may be of no value, or 
of little value, introduced in the lumbar region, 
but the routes through the cistern and the ven- 
tricles may be accessible and of therapeutic 
value. 

The American writers have paid considerable 
attention to.reduction of increased intracranial 
pressure. Increased intracranial pressure occurs 
in brain tumor, acute inflammatory diseases, es- 
pecially with much exudate in the meninges, in 
traumatic states where there is inereased pro- 


duction of the spinal fluid and general swelling 
of brain tissues, and is especially prominent in 
middle meningeal hemorrhage, after fracture of 
the skull, as well as in the intracerebral hemor- 
rhages which may occur in generalized head 
trauma. Since the intracranial pressure is in 
itself a source of danger, methods of combating 
it have been deseribed. The trephine is, of 
course, a method to be used in neoplasms, and 
appropriate surgical procedures are to be fol- 
lowed where there is some definite focal surgi-. 
cal condition, such as the middle meningeal hem- 
orrhage. In the case of brain swelling following 
trauma, and in the course of the acute infec- 
tious diseases, the trephine is not indicated, and 
the lumbar puncture has been used for some 
time as the direct weapon of attack, and at the 
present time is undoubtedly the most generally 
useful technique and to be followed except where 
definitely contraindicated, as when there is neo- 
plasm below the tentorium cerebellae. 


In recent years, as is well known, the use of 
hypertonic solutions, growing out of the work 
of the physiologists, has become quite extensive 
since the work of Haden, Cushing, Sachs, Foley, 
Dowman, Fay, and others. Howe (Arch. Neur. 
and Psy.; Sept., 1925) has tried out the various 
hypertonic solutions used, and comes to the con- 
clusion that sodium chloride produces the most 
pronounced decrease in intracranial pressure 
of any substance used, but it is toxie unless 
administered very slowly. Furthermore, it is 
later mobilized in the tissues, producing a sec- 
ondary wave of edemia, as shown by Fay, and 
is considered unfit for general clinical admin- 
istration. Dextrose is the only substance of this 
group which is non-toxic and produces a sat- 
isfactory fall in intracranial pressure. In this 
he is corroborated by M. M. Peat (Jour. A. M. 
A.; June 27, 1925). 

In and around Boston, the use of magnesium 
sulphate, par rectum, for the production of in- 
tracranial pressure has been extensively advo- 
cated. It is interesting to notice in this connec- 
tion Morrissey’s results (Arch. Surgery; 1925; 
II, 778-789). He states that 45 gs. of mag- 
nesium sulphate crystals by mouth does not cause 
a drop in cerebrospinal fluid pressure in two 
hours. A slight fall in intracranial pressure 
was noted in a few animals over a fairly long 
period of observation. Apparently, brain vol- 
ume is not changed in forty minutes, following 
the injection of a large amount of magnesium 
sulphate into the small intestines. Cerebral de- 
hydration is probably accomplished to a very 
slight extent by magnesium sulphate, but the 
effect of this drug is inadequate and should not 
seriously be relied on for the reduction of intra- 
cranial pressure. 

In the experience of the reviewer, the very 
best treatment for intracranial pressure is by 
directly removing cerebrospinal fluid, generally 
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speaking, by the lumbar puncture route, al- 
though the other routes may be used. There is 
no particular harm in doing two or more pune- 
tures a day, under the ordinary circumstances 
of inereased pressure. 

The use of lipiodol for diagnostic purposes 
continues, and is unquestionably a very usefu! 
addition to the localization of spinal cord tu- 
mors. This procedure was described in last 
year’s review, and, briefly, consists in the injec- 
tion of iodine in oily solution through the cis- 
tern route. The lipiodol drops to the lumbar 
sae unless obstructed by something which en- 
croaches on the subarachnoid space. X-ray then 
reveals the position of the iodized oil, and the 
localization of the blocking growth can be readi- 
ly seen. The French writers uniformly approve 
of the method, and cite, in many articles in the 
Revue Neurologique and other journals, cases 
diagnosed and treated with success after the 
use of this method. The German writers, while 
laying stress on its value, point out also some 
of the dangers in the fact that the iodine and oil 
may set up inflammation, and become part of 
an inflammatory tissue reaction (Albrecht— 
Zentralb. f. d. ges. Neur. u. Psy.; 1925; 41; 921). 
(The Germans discuss this technique under the 
name of the modification used, ‘‘iodipin.’’) 
Krause, in the discussion of Albrecht’s paper, 
does not agree that the use of this method is 
without danger. Mixter (Arch. Neur. and Psy.; 
1925; 18; July) believes that where there is no 
evidence of block by the combined cistern and 
lumbar puncture method, there is no use in the 
lipiodol. A sharply defined level by neurolog- 
ical methods also makes lipiodol rather useless. 
Where there is evidence of block, and where the 
level cannot be established by neurological meth- 
ods, the lipiodol is of great value. Mixter be- 
lieves that by combining the use of the double 
puncture to demonstrate block and the use of 
lipiodol to demonstrate the level of block, one 
has inereased the chances for correct diagnosis of 
spinal cord tumors. Dandy tends to corroborate 
this (Arch. Surgery; Nov. 1925). 7 


There can be no question that the technique 
of Sieard and Forrestier is a valuable addition 
to the diagnosis of cord tumor, chronic pachy- 
meningitis and all pathological changes in the 
spinal cord and adnexa which obstruct the spinal 
fluid spaces. It should not be forgotten that the 
procedure has some dangers, and it should not 
be used indiscriminately. It is an aid to neu- 
rological diagnosis, and not a substitute for 
careful clinical study. 

A very complete review of the radiotherapy 
of tumors of the brain is made by Gabriele Levy 
(Revue Neuroligique; 1925; I1; 550). Exelud- 
ing gummas, tuberculosis, superficial tumors, 
and caleareous or bony growths, this author be- 
lieves that there is a field for the use of radium 
and X-rays in the case of the cerebral tumors, 


and in particular the gliomas, the intraventricu- 
lar tumors, and all those types of tumors inac- 
cessible for surgery. Particularly do the 
tumors of the hypophysis yield to the use of 
radio therapy. If there is no choking of the 
dises, the X-ray can be used in small doses and 
controlled by neurological examinations dur- 
ing the course of the treatment. If, during 
the course of the treatment, choked dise appears, 
the doses should be diminished, or the treatment 
even suspended. If there is evidence of hyper- 
tension, increased intracranial pressure, and 
if the choked dise present is not menacing, one 
ean use the radiotherapy, but with the greatest 
caution and with readiness to resort to trephin- 
ing if the symptoms increase. If there are signs 
of localization, it is well to center the rays on 
the site of the neoplasm; if there do not exist 
signs of localization, one may treat the skull in 
toto, by successive fields, but always with great 
care. There is no way of judging complete cure 
by radiotherapy; the clinical improvement is 
the only guide. 

In the diagnosis of brain tumor, the observa- 
tion of Naffziger, H.C. (Surg. Gyn. Obst.; 1925; 
40; 481) that the pineal gland is so situated that 
it is shifted to one side by a neoplasm, is of 
value. In 50% of normal adults, the gland is 
calcified and this makes it possible to locate its 
position by X-ray. If a new growth takes place 
above the tentorium and the pineal gland is eal- 
ecified, the increased bulk of the neoplastic side 
of the brain pushes the pineal gland to the side 
opposite the lesion, a fact easily shown in lateral 
views of the skull. Where the pineal gland re- 
mains in the middle with increased intracranial 
pressure, there is, according to Naffziger, inter- 
nal hydrocephalus. 


THE TREATMENT OF GENERAL PARESIS BY THE 
MALARIAL METHOD 


General paresis has engrossed the attention 
of neurologists and psychiatrists for the past 
few years, and especially has the therapeutic 
problem become a focus of activity since the 
introduction by Wagner-Jauregg of the malarial 
infection treatment. It is profitable to review 
the historical phases of the paretic problem in 
order to understand the present situation. 

At first, general paresis was part of the fused, 
undifferentiated mass of nervous and mental dis- 
eases. Gradually it became ‘isolated, and, by 
the middle of the last century, its consideration 
as an entity was part of the working knowledge 
of neurology. Its relation to syphilis became 
definite much later, at first through the clinical 
insight of Fournier and Erb, and later was defi- 
nitely established by the Wassermann and the 
spinal fluid. Its neuropathology received its 
greatest emphasis and differentiation especially 
through the work of Nissl, Alzheimer, and the 
crowning piece of work by which its syphilitic 
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origin was established was the discovery of the 
spirocheta pallida in the brains of paretics by 
Noguchi and Moore. 

Meanwhile, therapeuties lagged. The belief 
entertained by all medical men up to 20 years 
ago was that general paresis was a hopeless 
disease, and that death occurred within a few 
years. Gradually it became possible to diagnose 
paresis long before the characteristic mental 
signs appeared, and with that, the treatment of 
the disease, carried on sporadically before, be- 
came systematic, energetic and hopeful. 


The discovery of Salvarsan made the first real 
break into the therapeutic nihilism. Though 
Ehrlich rather discouraged its use in parenchy- 
tnatous brain syphilis, it was used, and enough 
results were obtained, much over-stressed as 
they were, to bring encouragement. Then the 
method of Swift-Ellis entered the field, and 
salvarsanized serum and introspinal therapy be- 
came a medical vogue which, however disap- 
pointing it has been to those who followed it, 
nevertheless contributed to the study of the dis- 
ease and the spinal fluid, and did operate to 
alter the therapeutic nihilism prevailing. Spinal 
fluid drainage, intraventricular treatment, the 
use of tryparsamide, all these were part of the 
therapeutic wave which broke against the prob- 
lem of general paresis. 

Meanwhile, in Germany, a new line of thera- 
peutie attack was evolved, mainly by Wagner- 
Jauregg, the now familiar malarial injection 
treatment, which was discussed in last year’s 
review. Starting many years ago with the use 
of vaccines, proteins and such preparations, the 
familiar observation that infections often miti- 
gated psychiatric diseases and the observation 
or belief that soldiers of malarial countries, 
though infected with syphilis, did not develop 
general paresis, led Wagner-Jauregg to the use 
of malaria in the treatment of brain syphilis. 
Though the basis of the treatment is obscure, the 
results reported demand our attention. 

Nonne states that never in his vast experi- 
ence has he seen such results, with over 20 per 
cent. of remissions and apparent cures. 

I select, out of the mass of publications deal- 
ing with this, a typical paper by Weygandt 
(Zeits. f. d. ges. Neur. u. Psy.; 1925; 96; 1-50). 
He gives an elaborate review of the work done 
up to date, on the whole approves of the method 
and believes that the number of eases bettered 
‘decidedly exceeds the normal percentage of re- 
mission. He warns us that the method is not 
without serious dangers, that death occurs and 
a decided anaemia is a common aftermath. His 
paper shows sections of the brains of treated 
patients who died of other conditions (aneu- 
rysm) and there seems to be a definite better- 
ment in so far as the usual infiltrative inflamma- 
tory picture is concerned. The serological-spinal 
fluid picture does not alter pari passu with the 


clinical changes, a fact which has been noted 
with every form of treatment. 

Weygandt emphasizes the value of supportive 
treatment between, or after the courses of ma- 
larial treatment, and lauds the uses of the 
various forms of salvarsan therapy (particularly 
intraspinal and spinal fluid drainage methods). 
This author also discusses the Plant Steiner 
method of treating paresis with intermittent 
fever. It is claimed to be milder in its effects 
and to give as good results. 

Kolb (Zeits. f. d. ges. Neur. u. Psy.; 1925, 96, 
74) in an elaborate statistical analysis of the 
international figures of general paresis, reaches 
some interesting conclusions. He says that there 
has been an undoubted increase in the number 
of cases of general paresis, an increase much 
greater than the increase of syphilis itself. 
(This increase is not, however, present in the 
United States, Italy and the Netherlands). Es- 
pecially in France, the Latin Americas, and the 
Asiatic countries has there been a decided in- 
crease. Therefore, Kolb states that, in addition 
to the known syphilis factor, there is the un- 
known factor (Y) which brings about the path- 
ological process of general paresis. Kolb, like 
many other observers, believes that the cases 
with severe cutaneous manifestations (derma- 
trophic manifestations) do not develop the brain 
or neurotropic manifestations. The derma- 
trophie cases, which prevail especially in the 
non-European races, are easily treated; the neu- 
rotropie cases, especially common in the West- 
ern world, are not easily handled. Working on 
the basis of the validity of the malarial treat- 
ment, and the observation that there is a great 
prevalence of fever in the countries where pare- 
sis occurs but seldom, ‘‘we must conclude that 
intercurrent hyperpyretie diseases may change 
the course of the neurotropic type into the der- 
matrophic type.’’ Thus, ‘‘the mortality from 
general paresis of a country will be the less 
the more those infected with syphilis suffer from 
high fever.’’ 

For Nonne (Zeits. f. d. ges. Neur. u. Psy. ; 1925, 
95; 135) a different explanation appears. Divid- 
ing syphilis of the C. N. 8S. into two types, the 
mesodermatic (a meningovascular, cerebrospinal 
syphilis) and estodermie or true nervous syph- 
ilis (parenchymatous, general paresis, tabes 
dorsalis), he postulates certain essential differ- 
ences in response to treatment and in course. 
The mesodermic type tends to be progressive, 
appears early, but readily responds to treatment. 
The estodermice type appears late, is often sta- 
tionary and irregular in course, and resists 
treatment. Nonne cites with approval the writ- 
ings of Lyden, Schuster, Finger, Herxheimer, 
Marburg and others that the use of Salvarsan 
has increased the amount of real neurosyphilis 
(i. e. the estodermic neurosyphilis), and it is to 
be inferred from his statement that salvarsan 
increases neurosyphilis by making less common 


| — 


olume 195 
Num 


PROGRESS IN NEUROLOGY—1925—MYERSON 


he skin manifestations. It is to be kept strictly 
in mind that Nonne’s strictures against Salvar- 
san apply only to its effects on the production of 
‘rue neurosyphilis (tabes and paresis). 

It has been assumed that the spinal fluid in 
general paresis is non-infective. This belief is 
contradicted by H. Hoff and E. Pollak (Zeits. 
f. d. ges. Neur. u. Psy., 1925; 95; 50). Using 
the spinal fluid of paretics for ingredin under 
the dura of guinea pigs, they watched the change 
of normal guinea pig spinal fluid, by repeated 
examinations, into fluids closely resembling that 
of general paresis in the human, and by autop- 
sies, they show that severe alteration of the 
nervous system of the meningo-encephalitic 
type occurs. They conclude that the spinal fluid 
must be considered as a very active factor in the 
disease process of general paresis. They be- 
lieve that the spirochete is present in the spinal 
fluid much more frequently than is usually sup- 
posed, and that also a toxic factor of impor- 
tance is operating therein. 

ENCEPHALITIS 

Epidemie encephalitis still continues to be a 
mystery as to cause. That the virus found in 
certain types of Herpes causes, in rabbits, 
changes resembling encephalitis has brought 
Herpes into consideration as a minor manifes- 
tation of the effects of the same organism or 
group of organisms causing encephalitis. (See 
Goodpasture, Am. J. Path., 1925, 4 papers. Flex- 
nor et al., J. Exp. Med. 41, 233, 244.) That en- 
cephalitis is both more common and more disas- 
trous in its sequelae than has hitherto been sup- 
posed, especially in children, is now quite cer- 
tain. A symposium reported in the Proceed- 
ings of the Royal Society of Medicine (1925, 18, 
17) brings this out very clearly. The types of 
sequelae of major importance are, first, the 
well known, so-called lenticular syndrome which 
resembles paralysis agitans in its main sympto- 
matology, is probably due to the involvement of 
the substantia nigra, as well as the Lenticular 
Nucleus, and is a disease fundamentally of 
extrapyramidal pathways. Second, a variable, 
hut large percentage of children show as a sequel 
what is known as the ‘‘apache’’ personality. 
“hange in character observed in hitherto normal 
children is very striking. They become undis- 
“iplinable, completely egoistic, destructive, cruel 
‘nd violent, and often enter into a career of 
“ime. Third, a certain variable but fairly large 
vercentage of children become definitely men- 
‘uly defective. Undoubtedly, this accounts for 
nuuch more of mental defect than has hitherto 
“cen supposed, since encephalitis in children is 
“ten without striking symptomatology. A per- 
onal research carried on by the reviewer in the 
ist year confirms the statements of the British 
‘vriters on this point. 

Thus far the treatment both of encephalitis 
nd its sequelae is very unsatisfactory. The re- 


seems to be the only definite therapeutic measure 
we have. With the establishment of the seque- 
lae, many things have been tried, acreflavan, 
autoserum, hyoscin hydrobromide, ete. Now and 
then a writer (Strecker & Wiley—Paulian, Mari- 
nesco) cites a startling cure by himself with one 
of the various substances used, but it usually re- 
mains unconfirmed by others, and is probably 
coincidental and accidental. The belief is ap- 
pearing in the literature that we deal with 
chronic encephalitis rather than sequelae in 
many instances. In other words, that the virus 
is still active in somewhat attenuated form, very 
much as neurosyphilis is a manifestation of 
syphilis rather than a sequel. 
BIRTH TRAUMA 


Rather disconcerting are the recent articles 
by Sharpe in the United States (Sharpe and 
Maclaire, Surg., Gyn., Obst., 1925, Nov.) and 
Ulrich, O. (Zeits. f. Kinderheilk. b.; 39 ; 2; 245). 
Somewhere from 15 to 20 per cent of apparently 
normal children show bloody spinai fluid, indi- 
eating a hemorrhage into the cerebrospinal 
spaces, usually believed to be into the subarach- 
noid spaces. When one adds to this fact that 
a good deal of brain injury would not show up 
as blood in the spinal fluid, and especially if it 
were of the very important intracerebral type, 
the role of birth trauma becomes hugely impor- 
tant as, at least, a hypothesis explaining a good 
deal of sporadic feeble-mindedness and epilepsy. 

EPILEPSY 

In respect to this important subject, I cite 
from some references given to me by William G. 
Lennox of the Harvard Department of Neuro- 
pathology and Boston City Hospital, Depart- 
ment of Nervous Diseases, who is, as is well 
known, making a diligent and brilliant study of 
epilepsy. Dandy (Johns Hopkins Buleltin, Vol. 
36, page 40, Jan. 1925) found that rabbits which 
had had brain lesions weeks or months previous- 
ly were three times as susceptible to camphor 
convulsions as normal rabbits. Peterman (Jour- 
nal Am. Med. Assn., Vol. 84, 1979) deals with 
the ketogenic diet which is an effort to bring 
about by an unbalanced diet a condition border- 
ing on acidosis. The results look encouraging, 
but his observations are not backed up by labor- 
atory studies. Hamilton (Journal of Biological 
Chemistry, Vol. 65; 101) found no changes bio- 
chemically in the blood and spinal fluids of ten 
epileptics. Schou and Stubbe (Zentralb. f. d. 
ges. Neur. u. Psy., 41; 243) using the hunger 
cure, showed what has been well established, that 
accompanying the acidosis which results from 
fasting, the attacks disappear. They believe that 
in status of epilepticus this treatment is of great 
value. (It is difficult for the reviewer to agree 
with this last statement in as much as people 
having status epilepticus are unable to take 
any food, and, nevertheless, continue to have 
repeated convulsions. In status epilepticus the 


seated lumbar puncture in the acute phases hest treatment, in the reviewer’s opinion, is the 
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use of ether or chloroform, and thus forcibly to 
abolish the attacks.) 

Meanwhile, it may be said that the conception 
of heredity as a cause of epilepsy is gradually 
disappearing from the literature, and that accu- 
rate clinical and biochemical study show that ep)- 
lepsy is a disorder of the organism of an or- 
ganic type, and it may be confidently predicted 
that we are on the threshold not only of under- 
standing this very common and serious condi- 
tion, but are also developing lines of therapeutic 


attack. SYMPATHECTOMY 


Sympathectomy and the autonomic nervous 
system are commencing to engross the attention 
of clinicians and physiologists. The hope that 
by sympathectomy certain types of spastic par- 
alyses are benefited has been rather rudely dis- 
turbed at the present time. The reports of 
Royle aroused an optimism which, at the pres- 
ent writing, has not been justified. A typical 
report disturbing this optimism is by Kanavel, 
Pollock and Davis (Arch. Neur. and Psy. 15; 
197). They did not find that the removal of 
the sympathetic had any appreciable effect on 
the normal muscle tone of cats. Their clinical 
experiments on cases of post encephalitis paraly- 
sis agitans, true paralysis agitans, lateral scle- 
rosis, cerebral hemiplegia, Little’s Disease, spas- 
tic paraplegia of traumatic origin, showed prac- 
tically no change following sympathectomies. 

Meanwhile, a very vigorous controversy is 
raging over the relation of the sympathetic to 
muscle tone. The reader is referred to the ar- 
ticle by Stanley Cobb (Physiol. Rev. 1925, 5, 4, 
Oct.) which gives the pros and cons of this intri- 
cate subject. 

An interesting paper on the pathological an- 
atomy of the sympathetic nervous system has 
been contributed by Staemmler (Deutschr. med. 
Wochenschr. 51; 603). Though there have been 
many studies of the physiology of the sympa- 
thetic, very few articles have been contributed 
to its pathological anatomy. Very few patholo- 
gists including in this the neuropathologists, 
make a routine study of the ganglia in the ab- 
domen or elsewhere. Staemmler finds in acute 
infectious diseases many signs of acute altera- 
tion in sympathetic ganglia, from the degenera- 
tion of ganglion cells to complete neucrosis. Very 
often there exists inflammatory reaction of the 
perivascular connective tissue. Similar findings 
are observable in angina, Raynaud’s Disease, ete. 
In arteriosclerosis, one finds in the sympathetic 
ganglia signs of a chronic indurative process, 
apparently of infectious origin. The author be- 
lieves that the changes found in the ganglion 
cells are the etiological factors behind arterio- 
sclerosis. The chronic ganglion cell changes are 
probably due to repeated infections and intox- 
ications. 

The reviewer wishes to state that in.a personal 
study, carried on several years ago and pub- 


lished, he found similar situations, and strongly 
urges that it is time that neuropathologists and 
general pathologists include the sympathetic and 
autonomic nervous system in their routine 
studies. 

The study of the relationship of blood dis- 
eases to diseases of the nervous system has re- 
ceived impetus through the establishment of 
the relationship of pernicious anaemia to chron- 
ic degenerative changes in the cord. Hirst has 
been the principal proponent of the belief that 
combined scleroses of the cord are due primarily 
to chronic changes in the gastrointestinal tract 
and the establishment of pernicious anaemia 
(Proc. Royal Society Med. 25, 18; section on 
Nervous Diseases, page 25). McBride and others 
in the discussion, attacked the views of Hirst. 
Nevertheless, whether or not the complete views 
of Hirst be accepted, it is certain that perni- 
cious anaemia is a distinct factor in eord degen- 
erations and the experience of the nervous de- 
partment at the Boston City Hospital on the 
whole confirms this point of view. 

POLYCYTHAEMIA AND NERVOUS DISEASES 

Kurt Mendel (Zentralb. f. d. ges. Neur. u. 
Psych. 41; 513) diseusses the relation of poly- 
cythaemia to nervous symptoms. Headache, diz- 
ziness, visual secotoma and blindness, migraine 
attacks, Méniére syndrome, and psychie disturb- 
ances of all types are found in polyeythaemia. 
One also finds objective signs of various kinds: 
Hemiplegia, bilateral posterior column symp- 
toms resembling the changes of tabes. The spinal 
fluid often shows a high inerease in pressure ; eye 
signs are also present such as papilledema, optic 
neuritis, muscle paralysis. This article is a very 
thorough study of the situation both from the 
historical point of view and from the presenta- 
tion of the clinical material. It emphasizes the 
value of a complete study of the blood in neu- 
rological situations of obscure type. 

A very curious contribution has been made by 
Rossett (Arch. Neurol. and Psych. 1925, 13, 190). 
Following along the clue found in tetany that 
hyperpnea plays a role in the symptomatology, 
he experimented with excessive deep breathing 
over a prolonged period of time on various types 
of patients. If his findings are confirmed by 
others, a very interesting differential sign be- 
tween intramedullary and extramedullary tu- 
mors has been discovered. A patient with intra- 
medullary disease, upon hyperventilation of the 
lungs, according to Rossett, develops myoclonic 
symptoms, usually in the muscles innervated 
helow the cord lesion. In patients with eatra- 
medullary tumor or disease, that is, when the 
pressure on the cord is exerted from without, 
irregular twitchings and tremors appear, more 
or less generalized throughout the body. The 
mechanism of such a contrast cannot be ex- 
plained and the findings need confirmation be- 
fore they can be accepted as of value in deter- 
mining the type of cord lesion. ° 
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CASE 12301 


SEPTIC TEMPERATURE, CAUSE 
UNKNOWN 


Mepicat DEPARTMENT 


A pupil nurse twenty-one years old was in 
the hospital eleven days with an attack of in- 
fluenza during an epidemic of that disease. The 
visiting physician was suspicious of a small 
patch at the inferior angle of the left scapula. 
Heart examination at this time showed normal 
sounds and action. The apex impulse was not 
seen or felt. There were no murmurs, thrills 
or enlargement. 

April 27, seven years later, she entered an- 
other hospital. She gave a history of a low 
grade ‘‘rheumatism’’ when she was ten years 
old, three or four attacks of tonsillitis before 
she was eighteen, and diphtheria and scarlet 
fever as well as influenza during her hospital 
training. Since her graduation six years ago 
she had worked only a few months at a time, 
resting in the intervals. Her weight had fallen 
rather suddenly from 140-150 pounds to 108- 
11s. Two years before this admission her ap- 
pendix was removed. 

In January, five months before this admis- 
sion, she had pain in the lower left chest lasting 
three days. She worked for a week, then devel- 
oped phlebitis of the right leg, then of the left 
leg, confining her to bed for seven weeks. After 
four weeks she was up and about. Ten days 
before admission she ‘‘eaught ecold,’’ and since 
that time had had fever, persistent cough, pain 
in the region of the apex of the left lung, and 
for two or three days acute pain in the poste- 
rior aspect of the left hip. She had two or three 
attacks of transitory aphasia. The first was 
associated with marked headache, the second 
with generalized numbness during which she 
did not know what she was doing. 

Examination showed the heart apex in the 
fourth space just outside the nipple line. No 
enlargement was made out to the right. The 
first sound was reduplicated. There was a 
snort rough late systolic murmur. The pulmon- 
i¢ second sound was accentuated. There was 
‘ympany in the left axilla, dullness to flatness 
with absent sounds at the left base, slight dull- 


ness with diminished breathing at the right 
base. X-ray showed a moderately high dia- 
phragm. The heart was increased slightly to 
the left. There was tenderness over the left 
base and considerable peribronchial density and 
hilus thickening on the right, especially of the 
lower part of the hilus., 

She developed acute arthritis in the left foot 
and leg and the right hand. There was a steady 
inerease in the cardiac murmur, which at dis- 
charge largely replaced the first sound. This 
murmur was heard posteriorly and even in the 
right chest anteriorly and posteriorly. There 
was a persistent temperature. Salicylates were 
only fairly well tolerated (nausea and tinnitus), 
and had no marked effect except possibly in the 
suppression of the acute arthritis. 

May 21 she was transferred to the Massachu- 
setts General Hospital. The chief complaints 
were weakness, cough, shortness of breath and 
pains in the legs. In addition to the history 
already given she said that after her attack of 
searlet fever she had two or three attacks of 
rapid respiration and pulse and fever (103°) 
lasting a day or two. The winter before ad- 
mission she had frequent night sweats. 

The previous September she began to have 
vague joint pains partially relieved by salicy- 
lates. She was on night duty, and her general 
condition went down perceptibly during the 
next three months. Early in January she be- 
gan to have rather acute pain in the ankle 
joints, spreading to the knees. After taking 
salicylates for a few days she gave up and went 
to bed. In a few days she developed bilateral 
femoral phlebitis. Then followed the history 
already given at the other hospital. For the 
past three weeks she had had dyspnea unless 
she was propped up at an angle of forty-five 
degrees or more. For several weeks she had 
noticed small red spots appearing every few 
days on her palms and fingers, disappearing 
after a few hours. During the past few weeks 
the sharp pain at the base had moved up into 
the supraclavicular region, shoulder and neck, 
less on the left. For ten days she had had much 
discomfort again from joint pain, chiefly in the 
groin. She had been taking salicylates gr. x 
every three hours for several weeks. 

Examination showed a pale, thin, but not es- 
pecially undernourished girl, looking sick. The 
throat was slightly red. There was one small 
red spot on the soft palate. The lungs showed 
bronchovesicular breathing and increased voice 
sounds, non-persistent rales and slight dullness 
at the right apex. The apex impulse of the 
heart was felt 11 em. from midline, coinciding 
with the left border of dullness. The midelav- 
ieular line is not recorded. The right border 
was 4.5 em., the supracardiac dullness 6.5. The 
pulmonie second sound was reduplicated and 
markedly accentuated. The aortic second sound 
was present. There was a harsh systolic mur- 
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mur at the apex, heard all over the precordia 
and back. There was a soft diastolic swish at 
the apex. The area of splenic dullness was in- 
creased. The spleen was not felt (poor cooper- 
ation). The fingers showed early clubbing. 
There were three or four petechiae below the 
elavieles and one questionable one on the sott 
palate. 

The amount of urine was normal when re- 
corded; specific gravity 1.032 to 1.014, the 
slightest possible trace to a trace of albumin at 
four of thirteen examinations; sediment showed 
rare to many leucocytes at all examinations, 
rare red blood corpuscles at the last two. Blood: 
7,200—13,400—4,600—14,100 leucocytes, 86 to 
79 per cent. polynuclears, hemoglobin 65 to 45 
per cent., reds 4,200,000 to 2,672,000; smears 


showed slight variation in size and shape, slight | 


to marked increase in platelets in three of six 
smears; one of four smears showed phagocytes, 
one with red blood cell inclusion, several with 
large vacuoles. Wassermann negative. Two 
blood cultures showed streptococcus. 

X-ray showed a few calcified glands in each 
hilus, but the periphery and apices of the chest 
appeared clear. The outline of the diaphragm 
was normal on both sides. The costophrenic 
angles were clear. No definite evidence of pul- 
monary pathology. Cardiae shadow increased 
in size in the region of the left auricle and the 
pulmonary artery. 

The temperature was septic throughout, 97.8°- 
104.1°, the pulse 75 to 160, the respiration 14 
(morphia) to 36. 

May 25 new petechiae had appeared on the 
hands. During the next week she continued to 
show petechiae and a general upward trend of 
the chart. June 12 she complained of reddish 
vision and blurring in the left eye. Fundus ex- 
amination revealed small embolic petechiae. 
Two days later she was aphasie and irrational. 
There were increased reflexes and sustained 
clonus of the right leg. June 21 she complained 
of pain in the left upper quadrant aggravated 
by breathing. There was marked tenderness in 
the region. The signs in the right arm and leg 
persisted. There was considerable ataxia in the 
right arm. June 24 there was more blurring of 


vision. She showed considerable aphasia at 
times. Nevertheless the whole tendency of the 


chart was toward improvement. Her general 
condition also seemed to be improving. Another 
fundus examination showed two old hemor- 
rhages in the right eye. The dise outlines were 
a little hazy and emboli were occasionally pres- 
ent, July 4 in one eyelid and the uvula. Two 
days later she was mentally much confused, 
with motor aphasia. The temperature and pulse 
were elevated. Petechiae were found almost 
daily. At times she was mentally clear, at other 
times much confused. She had frequent sharp 
pleuritic pains and irritating cough, not re- 


lieved by codeia. The bowels were very con- 
stipated and did not respond to cathartics. 
June 30 she could not void and required cath- 
eterization. August 11 there were many very 
small petechiae showered all over the backs of 
the hands and arms, on the face and mucous 
membranes. August 13 there was coupling of 
the heart sounds. Rales were heard well up in 
the chest anteriorly. That day she died. 


DISscuUSSION 
BY RICIIARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. We have no reason to suppose her appen- 
dicitis was the cause of the loss of weight. 


2. Here is a patient who has lost weight, who 
bas had cough, pain in the chest, double phlebi- 
tis, transitory aphasia. The things in my mind 
are in the first place tuberculosis, which will not 
account for the aphasia but might go along 
with an aphasia due to other cause. I do not 
know the cause of that aphasia, and I cannot 
think of anything until we get more facts. 
Phlebitis we generally do not know the cause 
“ so we do not need to look much further for 
that. 


3. There generally is tympany in the lower 
left axilla—that is where the stomach comes— 
unless they mean that it went up to the top of 
the axilla. Tympany at the top would be queer ; 
tympany at the bottom is what we expect. Dull- 
ness to flatness at the left base of course is 
abnormal. At that left base we think of fluid, 
pleurisy, or possibly of adhesions, or of a very 
big spleen pushing the diaphragm up so that 
we get dullness where there ought to be reson- 
ance. 


4. Dr. Holmes will speak for himself about 
these X-rays, but my guess is that he will say 
there is not anything wrong on the basis of the 
facts here given. 

5. Murmurs which replace the first sound 
are more important, more likely to mean heart 
disease, than those that do not replace it. 


6. ‘‘Suppression of the acute arthritis’’ is a 
pretty good effect, I think. What they mean is 
that it did not affect the heart. I do not think 
salicylates ever do affect the heart, so it does not 
surprise me that they did not in this ease. 


7. I have no idea what these attacks of rapid 
respiration, pulse, and fever were. The night 
sweats make us think more of tuberculosis, but 
they can come from any other cause of chronic 
fever. 

8. We have been watching for the red spots 
which now appear. I do not believe those were 
hemorrhages. I do not know what they were. 

At the end of the history I am thinking of 
course of the possibility of acute endocarditis 
and the possibility of tuberculosis. 


195 
Number 6 


CABOT CASE RECORDS 


NOTES ON THE PHYSICAL EXAMINATION | 


1. The lung examination means nothing. ta 
‘ese observations had been made on the left we 
might have thought sometRing of them. 

2. The relation to the midelavieular line is 
not recorded, so we do not know whether the 
heart dullness is inereased or not. 

3. There is nothing in the urine that I can 
see. 

4. The blood shows a real anemia and a poly- 
nuclear leuecocytosis before we get through. 

5. With’the positive blood culture it is al’ 
over. I should say we now have all the facts. 

Dr. Hotmes: The early plates I have not be- 
eause they were taken at another hospital. The 
only thing of importance is the statement that 
the heart shadow was slightly enlarged at that 
time. I do not know how aecurate that is, but 
I think it is fair to assume that there was some 
enlargement. This plate is not taken with 
special reference to the chest, and we have no 
fluoroseopie note. The thing of greatest inter- 
est is the prominence of the heart shadow to the 
left. There is also a rather prominent curve in 
the region of the right auricle, and a distinet 
prominence in the region of the left ventricle. 
So it is enlarged in all its diameters, but most 
across its base in the region of the auricles, and 
particularly in the left auricle. Such a condi- 
tion we are in the habit of interpreting as mitral 
disease, and if this shadow is especially prom- 
inent, as mitral stenosis. 

Dr. Canor: Has this patient mitral stenosis? 

Dr. Hotmes: I think she has both mitral 
stenosis and regurgitation. That is going quite 
a long way for X-ray. 

Dr. Casor: T have so far been skeptical about 
the possibility of X-ray helping us in diagnosis. 
This is the sort of ease where it may. I had not 
made that diagnosis yet. 


6. Her reddish vision and blurring in the 
left eye was probably embolism of the retina. 
There is something going wrong in the brain 
due to emboli thrown up there presumably from 
the heart valves. 


7. The left upper quadrant is the region of 
‘he spleen. Splenic infarcts are very common. 
There may well be a splenic infarct. We get 

‘onderness when the capsule of the spleen is 
stretched by an infaret. 


8. ‘*The signs in the left arm and leg per- 
sisted’’—that is, the brain signs. 


‘. The pleuritie pains and cough were very 
possibly from pleuritie infaret. 
DIFFERENTIAL DIAGNOSIS 


{ do not see how we can have any question as 
'. diagnosis. It is the same we made in Case 
2291*, only streptocoecus instead of staphylo- 
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coceus sepsis, presumably streptoeoeeus viridans. 
The only question is, where in the heart was the 
lesion? That is of some interest to me on ac- 
count of what Dr. Holmes has just said. 


Let us go back over the heart data: A short 
rough late systolic murmur at the apex, an 
/aecentuated pulmonic second sound. That is 
all we have, and I am inclined to say that if I 
had not seen that X-ray I should not have made 
a diagnosis of mitral disease. Therefore if it 
turns out to be mitral disease the X-ray will 
have shown its usefulness. I should have said 
aortic rather than mitral disease, for although 
there is no diastolic murmur there is a ‘‘swish’’ 
which is presumably the same as a murmur. 
The chief interest is therefore whether Dr. 
Richardson finds mitral stenosis. My guess is 
that he will, but my guess is on the basis of the 
X-ray plate. He ought to find a splenie infaret, 
though it does not make the slightest practical 
difference in the world. We do not know wheth- 
er it was a big spleen, but she had tenderness 
and pain there. 

The head was not examined, so we will not 
speculate about the brain. But we might have 
gone on to the question as to whether there was 
or was not an abscess there, whether there was 
or was not an infarction of the brain with 
softening. We do not always find them in these 
eases in the post mortem, even when they ought 
to be there. 

Essential diagnosis: subaente bacterial endo- 
carditis, streptococcus viridans, presumably 
mitral, very possibly aortie also, and the effects 
of that in the various organs. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Subacute bacterial endocarditis. 
Infarction. 
Rheumatic heart disease. 


DR. RICHARD ¢C. CABOT’S DIAGNOSIS 


Subacute bacterial endoearditis, mitral (and 
aortie?). 
Infarct of the spleen. 


ANATOMICAL DIAGNOSIS 


1. Primary fatal lesion 


Chronie and acute endocarditis, mitral valve. 


Secondary or terminal lesions 


Mural thrombi, left ventricle. 

Focal degeneration and necrosis of the myo- 
eardium. 

Hypertrophy and dilatation of the heart. 

Chronic passive congestion. 

Infarcts of the spleen and kidneys. 

Localized acute peritonitis. 

Acute pericarditis. 

Decubitus. 
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3. Historical landmarks 
Sear of operation wound, appendectomy. 


Dr. Ricwarpson: The lesion in this case was 
of the mitral valve, and the other valves were 
negative. 

The gastro-intestinal tract and the lungs 
showed passive congestion and nothing else. 

The pericardium however contained 200 cubie 
centimeters of thin purulent fluid material, and 
the visceral and parietal layers were coated with 
fibrin—an acute pericarditis. The heart 
weighed 303 grams, a little large for her, and 
moderately dilated. The mitral valve was a 
little decreased in circumference, and along the 
margin there was some chronic endocarditis, 
fibrous and nodular. The chordae tendineae 
were thickened and beaded in places with mi- 
nute masses of vegetations. In addition to that 
and on it as a base there was a large mass of 
soft brownish vegetations. So we have here two 
processes, chronic and acute, with some decrease 
in the circumference of the valve and a choking 
of the valve by the acute mass,—two things 
choking the valve, the fibrous, chronic endocar- 
ditis, slight comparatively, and the acute mass 
which choked it considerably. That mass was 
four centimeters by one and a half by one cen- 
timeter. The aorta and the other great vessels 
were negative. 

The liver showed passive congestion. The 
spleen weighed 250 grams, slightly enlarged. 
Here is rather a curiosity. We have had two or 
three cases of the kind. At one point in the 
spleen an infarct. The embolus of course came 
down the splenic artery from that soft mass on 
the mitral valve. The infaret softens, becomes 
purulent, an abscess. Then the process extends 
to the peritoneum; in this particular case it 
extended to the peritoneum and there was a 
localized area of peritonitis. In other words, 
peritonitis may be due to endocarditis. 

There were infarets in each kidney. 

In addition in this case there was a curious 
condition. On the endocardium of the left ven- 
tricle there was a thrombotie plaque, extending 
off from that a thrombotic streamer, and from 
the streamer a small ball-like thrombotic mass 
that must have bobbed about in the blood 
stream. 


CASE 12302 
A CASE OF NEGLECTED HERNIA 
SurGIcAL DEPARTMENT 


An unmarried hotel maid thirty-six years old 
came to the Emergency Ward June 20. Five 
days before admission she was seized in the 
morning with nausea and vomiting. Since that 
time she had had frequent nausea and vomiting, 
which had now become stercoraceous. She had 


been unable to keep anything on her stomach 
and had had no movement of the bowels in spite 
of repeated enemas and mild cathartics. Fre- 
quently after vomiting she had had sharp pains 
in the abdomen. On the first day a hernia in 
the left groin of two years’ duration came down 
while she was vomiting and had remained down. 
Iier physician sent word that her temperature 
had at no time been above normal. 

Her family history was not obtained. Her 
past history was negative except for the hernia 
mentioned, which had previously always been 
reducible, and an operation for removal of the 
left ovary and the appendix three years before 
admission. 

Examination showed a well nourished woman. 
The thyroid was palpable but not enlarged. The 
abdomen was distended and tympanitic. There 
was no marked tenderness. There was an irre- 
ducible left femoral hernia the size of an egg, 
not tender. The rest of the clinical examina- 
tion showed nothing of importance. 

The amount of urine was 12 to 90 ounces; 
urine cloudy at seven of nine examinations, al- 
kaline at five, specific gravity 1.010 to 1.017, a 
slight trace to the slightest possible trace of 
albumin at five, sugar at the first, acetone and 
diacetic acid at four; sediment, a few to rare 
leucocytes at four examinations, red blood cells 
at three. Blood, leucocytes 20,600. Stool tarry, 
macroscopic blood, guaiae strongly positive. 

Before operation the temperature, pulse and 
respiration were not recorded. 


Pre-OPERATIVE Discussion 
BY GEORGE A. LELAND, M.D. 


At the time of admission the diagnosis was 
quite obvious. There was a firm irreducible left 
femoral hernia about the size of a hen’s egg. 
Vomiting of five days duration and of a char- 
acter which indicated that it had been regur- 
gitated from farther and farther down the in- 
testinal tract could leave no one in doubt as to 
the probable pathology. Furthermore the pa- 
tient presented hot-water bag burns over the 
abdomen. This was important as a possible in- 
dieation of the amount of pain which the pa- 
tient had been suffering. 

The main question in this case was how best 
to relieve the obstruction without causing 
shock in a patient already dehydrated and de- 
pleted by five days of vomiting. Choice of an- 
esthetic, operative procedure to be undertaken, 
and duration of exposure of abdominal viscera 
were points to be very carefully considered. 


PRE-OPERATIVE DIAGNOSIS 
Strangulated left femoral hernia. 
OPERATION JUNE 20 


Spinal procain. The femoral hernia was ap- 
proached and relieved through the inguinal 
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route. The hernia was repaired by suture of 
the conjoined tendon to the pectineal fascia. 
The round ligament was displaced. A median 
incision was made through the diastasis of the 
old suprapubic wound. A gangrenous coil of 
intestine which had been strangulated in the 
hernial sae was identified and resected. An at- 
tempt to expel the intestinal contents through 
a Monk’s tube was unsuccessful on account of 
old adhesions. The intestine was punctured in 
two places in attempting this, thus necessitating 
further resection. Two Mixter tubes to cut 
ends. 


PATHOLOGICAL REPORT 


Two loops of small intestine measuring 18 
and 21 em. respectively. They have purplish 
red surfaces with thick walls. There are no 
ulcers. 

Infarction. 


Post-OPERATIVE DIscussION 


The intraspinal coecain anesthesia was ade- 
quate for the operation so far as it involved the 
left inguinal femoral region. When, however, 
the suprapubie ineision was made and traction 
placed ‘upon the mesentery of the small intes- 
tine by manipulation, it was necessary to resort 
to gas-oxygen. Although enterostomy at the 
site of the femoral hernia would have relieved 
the obstruction more quickly and obviated the 
necessity of the second incision, such a proce- 
dure is usually unwise in view of the possibility 
of subsequent digestion of the abdominal wall 
in the vicinity of Poupart’s ligament and the 
large vessels. The evacuation of the intestinal 
contents by means of the Monk tube is undoubt- 
edly of great value in cases where there has 
been any prolonged degree of obstruction. In 
such eases the distention of the small bowel is 
apt to be so great that very slight trauma would 
easily perforate the walls. This proved to be 
the situation in this ease and, as indicated, the 
old adhesions from the previous laparotomy ren- 
dered it impossible to thread the bowel on the 
Monk tube without trauma. 


Following operation the patient’s general con- 
dition gradually improved, as body fluids were 
inereased by repeated subpectoral salines. On 
‘he second day after operation a pint of fluid 
was given every three hours by the lower enter- 
ostomy stoma, alternating between 10% glu- 
cose, tap water, and sodium bicarbonate solu- 
ion. Eight days after operation the abdomin- 
«| wall showed a considerable degree of irrita- 
on and digestion. This was relieved to some 
extent by the application of compound tincture 
“" benzoin, zine stearate powder, and zine oxide 
ontment. The condition of the adjacent skin 
was far from normal, however, when the second 
oneration was performed. 


ADDITIONAL HISTORY 


The patient was in poor condition after the 
operation, and was still very ill two days later. 
June 24 one tube came out and was replaced. 
The drainage became less and less. June 28 the 
wound showed irritation. During the next two 
days the patient showed considerable improve- 
ment. An attempt was made at clearing the 
secretion with a suction pump, but the material 
was too thick. 

July 6 a second operation was done. 


PRE-OPERATIVE DIAGNOSIS 
Intestinal obstruction. 
OPERATION JULY 6 


Ileostomy opening freed. Adjacent coils of 
intestine found adherent, with intermesenterie 
abscesses. Intestines freed proximally and dis- 
tally until healthy gut was obtained. Interven- 
ing section (over two feet) resected. End-to- 
end anastomosis with silk. Inner layer contin- 
uous, outer interrupted. Mesentery whipped 
over with continuous eatgut. Drain to site of 
anastomosis. 


PATITOLOGICAL REPORT 


About 71 em. of ileum the peritoneal surface 
of which shows rough purplish red areas. 
There is no ulceration of the mucosa. 

Microscopie examination shows the wall and 
the mucosa infiltrated with a cellular granula- 
tion tissue. No lesions can be found in the 
mucous membrane. 

Chronic inflammation. 


The patient was in marked post-operative 
shock. After the transfusion of 600 c¢.c. of blood 
she came back very well, and next day was in 
very good condition. She was given four hour 
subpectorals of salt solution. July 11 and 15 
the dressing looked fecal. On the 13th day, 
however, the temperature was down and the pa- 
tient was feeling better. The bowels were mov- 
ing by rectum. By the 17th the wound was 
much eleaner and was only a small sinus into 
the abdominal eavity. She continued to make 
good improvement. By the 30th there was only 
slight drainage. August 1 she was discharged. 


Post-OPERATIVE DISCUSSION 


The anesthesia was nitrous oxide for indue- 
tion and ether for maintenance. There were 
multiple stitch abscesses found in the edges of 
the recent abdominal incision. The enterostomy 
openings were freed with difficulty on account 
of the old as well as the new intra-abdominal 
adhesions. Many intermesenteric abscesses were 
found, necessitating resection of over two feet 
of gut. Although the operative procedure re- 
quired only one hour the patient was in too 
poor a condition to permit closure of the abdom- 
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inal wound in layers. A wick was placed io the 
anastomosis on account of the infection wound 
in the mesentery. 

Post-operatively the wound healed quite ex- 
peditiously, although on one oceasion the dis- 
charge from the wound resembled feea| ma- 
terial. The immediate convalescence was great- 
ly aided by blood transfusion. In this case it 
was felt that by this means the patient's re- 
sistance to infection was definitely improved. 
Within four weeks, however, the patient left the 
hospital with a hernial wound well healed and 
solid but with an abdominal wound well healed 
and weak. 


DIAGNOSIS 


Intestinal obstruction due to strangulated 
femoral hernia. 


CASE 12303 


AN ABDOMINAL EMERGENCY ARISING 
AFTER OPERATION 


SuracicaL DEPARTMENT 


A boy whose earlier history was given as 
Case 11083, published February 19, 1925, en- 
tered the hospital for the fourth time May 30, 
ten months after his last discharge. 

Since the three operations for traumatie cyst 
of the panereas diseussed by Dr. Porter in the 
previously published report the boy had been 
feeling well except for one day when he had to 
stay in bed because of abdominal pain. He was 
now twelve years old. 

Two days before admission he began to have 
generalized dull lower abdominal pain moving 
all over the abdomen and associated with vomit- 
ing of everything taken by month. Since the 
onset his bowels had not moved. He belched 
very little gas. He had some headache. 

Examination showed a fairly well developed 
and nourished boy, somewhat restless, eomplain- 
ing a good deal and ealling for water, but not 
feverish. The clinical examination was nega- 
tive except for generalized tenderness over the 
abdomen and in the flanks and some voluntary 
spasm. Rectal examination showed generalized 
tenderness on both sides. 

Before operation the urine specimen was in- 


sufficient for specifie gravity test. The sedi- 
ment showed occasional leucocytes. There were 
no other abnormalities in the urine. The blood 


is not recorded. 


The temperature was 96.5° to 99.5°, the pulse 
70. to 140. 


Pre-Operative Discussion 
BY GEORGE A. LELAND, M.D. 


_On the day of admission the symptoms and 
signs were consistent either with an acute ap- 
pendicitis pointing to the left side of the abdo- 


men or with intestinal obstruction. Enema 
produced gas but very little fecal result, Water 
taken by mouth was not vomited. 

On the following day the chart showed a rise 
in pulse but no corresponding rise in tempera- 
ture. The abdomen was slightly more distend- 
ed. There was less gas by enema. There was 
no vomiting. 


PRE-OVERATIVE DIAGNOSIS 
Intestinal obstruction. 
OPERATION MAY 31 


Ethylene. On opening the abdomen through 
a right rectus muscle splitting incision in the 
lower quadrant there was an escape of a pint 
or more of bloody fluid under considerable ten- 
sion. The appendix was found without evi- 
dence of inflammation. Upon exploration a 
eoil of gangrenous small intestine was found in 
the left lower quadrant of the abdomen bound 
down by thin recent adhesions. This coil was 
delivered from the wound. The gangrene was 
found to be due to a volvulus, the volvulus ap- 
parently due to adhesions from the left upper 
quadrant to the distal arm of the gut. The in- 
testine above the volvulus was thickened and 
reddened, the intestine below very thick. The 
mesentery was ligated and Mixter tubes were 
placed in both stomas of the intestine. The 
wound was closed over rapidly by through and 
through sutures. 


PATITOLOGICAL REPORT 


A section of small intestine 29 em. long. It 
has a purplish red surface with necrotie walls. 
Infarction. 


During the first twenty-four hours following 
the operation one tube drained about twenty 
ounees of dark brown fluid. The other drained 
practically nothing. There was no vomiting 
until the afternoon and evening of June 2, when 
he vomited three times. Fluids were now 
stopped. Both tubes were irrigated and some 
drainage started but soon stopped. He looked 
well in spite of vomiting and rapid pulse, Two 
days later he was distinetly better. There was 
no vomiting. The tube was draining profusely. 
He was having bowel movements and passing 
gas. June 5 the tubes were out. June 6 the 
general condition was good, but the wound had 
broken down extensively, apparently because of 
tension. There was profuse drainage. The 
wound was strapped. June 8 the chart was 
normal. He was taking fluids freely without 
vomiting. June 9 extensive erosion of the wound 
from what apparently was digestion appeared. 
Zine oxide paste was applied liberally but did 
not seem to help much. Suetion with a tube in 
the bowel was tried. Though feeal discharge 
eaused frequent obstruction, several hundred 
eubie centimeters of material was sucked out. 
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Tne boy was obviously losing weight. Ti. 
wound digestion seemed to go no further. 
11 he was started on glucose and saline in t! 

distal bowel stoma and took it very well. June 
12 he vomited once for the first time in sever: : 
days. June 14 he was having semisolid bow: | 
movements through the wound. The suction 
was stopped. June 15 the skin of the abdom. 
inal wall beeame very red and tender, as i! 
digesting. The suction was used ‘again and the 
skin proteeted with zine oxide paste. The chart 
continued to be normal. The wound eavity 
seemed to be granulating. He was evidently 
absorbing the bowel feedings of peptonized pro- 
tein in glucose and saline, as he had no spon- 
toneous bowel movements by rectum. Very soft 
solids were given by mouth. The non-protein 
nitrogen was 30 milligrams. He made steady 
improvement. June 22 charcoal taken by mouth 
appeared in the wound in thirty-five minutes 
and was all out in two hours. He was given a 
constipating diet to see if the excretion could be 
slowed down. It produced no material change. 
Attempts were made to have him swallow a 
string to measure approximately the position 
of the former obstruction. After several un- 
successful attempts he was finally able to swal- 
low the string without vomiting, but when it 
appeared at the enterostomy opening it was 
wound up into several coils so that no estimate 
was possible as to the length of the small in- 
testine from the stomach to the enterostomy. 
The skin about the wound was very red and ten- 
der. The wound was granulating in rapidly. 
The general condition improved gradually. By 
July 1 the dermatitis had reached the dorsum 
of the penis. Dressing had to be done every 
two hours. He complained of burning mictur- 
ition. The condition of the wound and the ab- 
domen improved. July 10 he had a natural 
howel movement. 


Discussion 


Prior to operation the patient showed evi 
lJenee of dehydration. Although there had been 
10 Vomiting, the intake of water by mouth was 
very limited and the amount of glucose given 
subpectorally was not sufficient to maintain his 
fluid equilibrium. 

Accordingly ethylene anesthesia was chosen 
‘n preference to ether. During induction there 
was regurgitation of gastric contents of less 
than one ounce. Within two minutes of induc- 
‘ion the patient became unconscious and suffi- 
ciently relaxed to permit incision. The anes- 
thesia lasted for an hour and fifteen minutes 
end was completely satisfactory from both the 
point of view of the surgeon and the condition 
of the patient. The ethylene anesthesia was re- 
inforeed by three ounces of ether just before 
and during the closure of the abdominal wound. 
The anesthesia was maintained for only a min- 
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ute after the operation closed. The patient 


ur began to regain consciousness almost imme- 


diately, and within two minntes of the closure 
of the abdominal wound had regurgitated about 
a pint of brownish intestinal fluid content. 

I feel that the method of anesthesia in this 
ease was of great importance. The rapidity of 
induction, the satisfactory maintenance through- 
out the operation and the avoidance of gastric 
reflexes until after the completion of the opera- 
tion contributed a great deal, and may have 
been the deciding factors in the outcome of this 
case. 


FURTHER HISTORY 


July 14 a second operation was done. He 
did very well after it, had no vomiting and only 
occasional slight abdominal pain. There was 
very little discharge. The bowels were moved 
only by enemata for the first week. Subsequent- 
ly one dram of milk of magnesia and half an 
ounce of mineral oil three times a day were ade- 
quate to promote daily evacuation. August 2 
he was discharged. 


Furtier Discussion 


At the end of six weeks after operation the 
general condition of the patient and the local 
condition of the wound seemed to have improved 
sufficiently to permit an operation for anasto- 
mosis. Up to that time the distal stoma had been 
used solely for the introduction of nutritional 
fluids. At this time the patient was given castor 
oil through the distal stoma to make certain 
that the lower portion of the intestinal tract 
was entirely free and also to stimulate peris- 
taltie action in preparation of normal intestinal 
contents following anastomosis. 


PRE-OPERATIVE DIAGNOSIS 


Enterostomy following operation for intesti- 
nal obstruction. 


OPERATION JULY 14 


Ethylene and oxygen. The old abdominal 
wound on each side and surrounding the enter- 
ostomy was excised, disclosing as far as possible 
the normal lavers of skin, fascia, muscle and 
peritoneum. ‘The enterostomy was freed from 
its adhesions to the abdominal wall and about 
an inch resected from both ends. There was 
fresh bleeding. Anastomosis was performed, 
approximating the bowel end-to-end and using 
interrupted silk sutures. The mesentery was 
then stitched to close in the aperture consequent 
upon the overlapping. It was then found that a 
section of the small intestine had been torn in 
freeing the adhesions from the abdominal wall. 
This was sutured similarly. After the suture 
the lumen appeared to be narrow. Accordingly 
a pie-shaped section of intestine was removed 
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at this point and end-to-end suture performed. 
In this instance there was no division of the 
mesentery. The wound was closed in layers 
without drainage. 


Furtuer Discussion 


After the intestinal stomata were freed from 
the abdominal wall a search for other possible 
intestinal openings was made but none found 
until after the intestinal anastomosis was com- 
pleted. If the lacerated small intestine which 
was subsequently found had been discovered 
prior to the anastomosis the time of the opera- 
tion could have been saved by a larger resec- 
tion of the intestine to include both the stomata 
and the laceration. The prolongation of the an- 
esthesia necessary for the second intestinal su- 
ture did not, however, prove to be of any detri- 
ment. The anesthetic used in the second oper- 
ation was again ethylene combined with oxygen 
and a few inhalations of ether during induc- 
tion. The patient’s condition was excellent 
throughout. and accordingly time was taken to 
close the wound very carefully in layers, thus 
prolonging the total anesthesia to two hours and 
twenty-three minutes. During this time the pa- 
tient’s pulse ranged from 120 down to 100 and 
up to 148 at the close of the operation. 

The post-operative convalescence was essen- 
tially uneventful. The slight discharge from the 
wound apparently involved the skin and sub- 
cutaneous layers only and was of no material 
consequence. 


DIAGNOSIS 


Intestinal obstruction due to volvulus of the 
small intestine. 


CHARACTER READING AND WATER 
SUPPLY 


THESE two dissimilar subjects have one thing 
in common. You cannot usually tell a person’s 
eharacter simply by looking at him nor ean you 
tell a safe water simply by looking at it. The 
only way to tell about either is to look into it 
more closely. 


At this time of year, this is particularly a 
good point to bear in mind when you may be 
traveling away from your native haunts but 
the same facts hold true in regard to your home 
surroundings. 

Remember first the fact already mentioned 
that a fine appearing and tasting water may be 
unsafe, and second, that a sewage contaminated 
water may be used for vears without producing 
disease until the sewage from a typhoid carrier 
takes part in the pollution. This is the time 
when the ‘‘I told you so’’ of the doctor or health 
a is too late to save the victim from his sick 

ed. 


ROADSIDE WATER SUPPLIES 


Private supplies or sources used by the road- 
side traveler are usually secured from wells, 
springs and running streams. The only sure 
method of telling whether or not water from a 
well or spring is safe is to analyze the water but 
many unsafe water supplies can be ruled out by 
inspection. Wells should be located away from 
cesspools, privies, manure piles, ete., and should 
not be on a slope from them. The curbing and 
cover of the well should be tight and waste wa- 
ter should preferably be diverted away. Buck- 
et and chain wells are rapidy becoming obso- 
lete because of the dangers from unclean hands 
of diseased persons. 

Springs should be constructed with tight 
housing to avoid surface contamination. Dip- 
ping of utensils presents danger to the bucket 
well and an overflow pipe should be provided 
and used. Springs also should be located away 
from polluting influences. 

Running streams without the benefit of long 
storage or purification are always potentially 
dangerous. Pienickers, hunters or other visi- 
tors may deposit excreta on the watershed of the 
stream so that pollution may wash in. No pro- 
tection exists for you. 

Turbid waters should be avoided because they 
suggest the probability of surface wash. All 
water from running pipes by the roadside should 
be followed up to the source for most of these 
are not safe for drinking purposes. 

You have become accustomed to ‘‘Stop, look 
and listen’’ before crossing railroad tracks. Be- 
come accustomed to the same habit before using 
private water supplies. They may be just as 
dangerous.—Bulletin Connecticut State De- 
partment of Health. 


CLINICAL CONGRESS OF THE CONNEC. 
TICUT STATE MEDICAL SOCIETY 


Tris Congress is scheduled to meet the three 
days of next September 21-23. This is the see: 
ond meeting of this Congress and is not a meet- 
ing of the State Medical Society but a post- 
graduate assembly arranged by the physicians 
of Connecticut and neighboring states, working 
in harmony with the State Society. 

The attendance last year was well over three 
hundred and it is expected that a Jarger num- 
ber will be present. 

Practical papers will be submitted. One eve- 
ning will be given over to the subject of peri- 
odie health examinations and one to a smoker. 
Registrants are charged a fee of ten dollars 
which will cover the cost of printed abstracts, 
the smoker and luncheons and garage or park- 
ing fees. 

The Secretary of the Congress is Milton C. 
Winternitz, Dean of the Yale Medical School. 
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MEDICAL CARE 


In a recent issue of this JouRNAL*, comment 
was made upon the cost of private medical prac- 
tice as investigated in the County of Kings, 
New York. In the joint report of the medical 
society of this county and the Committee on 
Dispensary Development of the United Hospi- 
tal Fund of New York, it is stated that ‘‘it 
seems safe to say that a family of five in this 
city requires an income of $2,200 to $3,000, ac- 
cording to their standard of living, for the nec- 
essaries of life, without allowance for the care 
of health beyond a small outlay for minor ill- 
nesses.’’ According to the statistics of the New 
York State Housing Commission, two-thirds of 
the families of New York City have incomes 
under $2,500. The estimated ability of a family 
of four or five members with an annual income 
of $2500 to pay for the care of health, inelud- 
ing doctor, dentist, nursing, medicine, and so 
forth, would not be over $100 in a year. That 
so large a proportion of the community can af- 
ford to spend so little for medical care is a fact 
deserving serious consideration. 

Physicians as a class are not economists; they 
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are highly developed individualists, examining 
intently one case at a time. The larger aspects 
of medical practice they too often ignore. It 
is well for the medical profession to look aside 
occasionally from the actual management of 
sick people, and to consider the relation of their 
profession to the community as a whole. Such 
a survey is suggested by the report referred to 
above; the doctors of every large city may well 
ask themselves what will be the ultimate result 
of a situation in which two-thirds of the popu- 
lation can afford to pay only for minor illnesses. 

It is true that the aggregate sum of many 
small fees may run into large figures. If the 
nine families in which there was no illness 
would contribute to the medical care of the 
tenth family in which sickness existed, or if 
each family would save a fair sum every year to 
pay for medical services when sickness came, 
the solution would be easy. But to expect that 
is to be disappointed, for it is only human 
nature, encouraged by present day standards 
of living, for most families to spend to the limit 
while they have the money, and to enjoy every 
possible luxury while they have their health. 

Whenever serious illness overtakes them, they 
must look to charity, either through the medium 
of a hospital, or through the kindness of a phy- 
sician more skilful than the one they usually em- 
ploy. In either case, this aid is made possible 
yy the contributions of that third of the popu- 
lation which is more well-to-do. The hospital is 
supported by the taxes or contributions of 
wealthy individuals; the surgeon or specialist 
whose aid they solicit is supported by the fees 
of these same people. 

The situation is not so very different from 
that which obtains in other lines, such as edu- 
eation, fire and police protection and govern- 
ment. The economist may say that the fortunes 
of the rich are based upon profits made by sell- 
ing goods to the poor, or by exploitation of the 
laboring class. If this is so, and no doubt to 
some extent it is true, the people to whom we 
say we give charity are really in a roundabout 
way contributing to our support. Be that as 
it may, the percentage of families who cannot 
afford to pay directly for their medical care is 
increasing. Every dollar that can be spared 
from the purchase of necessities is spent for 
radios, automobiles and other luxuries. If sick- 
ness comes, the doors of the great hospitals 
swing easily; their staffs are composed of the 
best internists, the most famous surgeons. The 
more time these same doctors spend at the hos- 
pital, the higher have to be the fees which they 
charge for extramural work. How far can this 
process extend before it cracks? 

The most likely remedy, as we see it, consists 
in hospitals charging moderate fees to all who 
can pay, and from these fees reimbursing the 
staff. This departure has already been made 
in some institutions, and their example, we pre- 
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dict, will be followed by more. Since in hos- 
pital practice a physician’s tinle is conserved, 
so that he can see many more patients than he 
can see privately, he can afford to treat |ios- 
pital patients at less per man that he can ‘reat 
private patients. Patients will have the bene- 
fit of the best advice without asking for charity, 
vet without having to pay impossible fees. 

We should not be surprised to see some en- 
terprising hospital inaugurate a sort of insur- 
anee scheme, whereby a family, by payment of 
a certain sum annually, could be assured of 
care for its members in case of illness. 

Changes in the science of economics may 
come more slowly than the revolutionary chang- 
es of physics and chemistry, but they will take 
place whenever a system becomes inadequate. 
It may still be many years before the cost of 
private medical care becomes too great for the 
great majority of the population to meet. but 
when that time comes, other ways of providing 
medical services will have to be forthcoming. It 
is well for our profession to keep a weather eye 
on the horizon, and not to be caught entirely 
unawares when the storm bursts. 


BULLETIN OF THE ASSOCIATION 
AMERICAN MEDICAL COLLEGES 


Tue month of July brings to our desk the 
first issue of the new Bulletin of the Association 
of American Medical Colleges, a quarterly publi- 
eation newly reorganized under the editorship 
of Dr. Fred C. Zapffe. A previous attempt at 
publishing a quarterly bulletin devoted to the 
dissemination of news of interest to medical col- 
leges was made by the Association fifteen years 
ago, but this was forced to discontinue after two 
years of existence, due to lack of funds. Four 
years ago it was again voted to publish a bulle- 
tin, but no funds were provided until, at the 
meeting of the Association in Charleston in Oc- 
tober, 1925, the annual membership dues were 
increased to $100 per year for this purpose. 

This bulletin, according to the introductory 
editorial, will be devoted wholly to furthering 
medical education and to serve as a medium for 
disseminating views on medical pedagogy. In 
it teachers in medicine will find a means through 
which to bring to their fellows new methods of 
teaching on which discussion is sought. These 
functions will be served as well as that of the 
publication of all news regarding medical schools 
and their personnels. The first issue makes an 
auspicious beginning with articles on the pre- 
medical course by Hugh Cabot and Samuel P. 
Capen, Chancellor of the University of Buffalo; 
the neurological study unit in the Yale Univer- 
sity School of Medicine, by H. S. Burr, Asso- 
ciate Professor of Anatomy; the program of 
the University of Illinois College of Medicine, 
by David J. Davis, Dean of the College, and 


OF 


modern educational methods. and their relation 
to medical edueation, by E. Stanley Ryerson, 
Seeretary of the Faculty of Medicine of the Uni- 
versity of Toronto. 

From every side, in this restless day, we are 
bombarded with discussions and criticisms of 
medical education. We are too scientifie in our 
teaching ; we educate the rich man at the expense 
of the poor ; our teachers are investigators rather 
than pedagogues ; the art of practice is being lost 
sight of in the stampede for the hidden riches of 
research. No matter what the complaint is, dis- 
satisfaction seems general and the criticisms be- 
wildering. Many of these complaints must have 
a basis; many of them are the idle vaporings of 
the chronic critics. 


One thing seems certain; dissatisfaction there 
is, and this bulletin should provide a valuable 
means for the exchange of ideas that must help 
towards a better understanding of the problems, 
and perhaps an eventual clearing of the atmos- 
phere. 


ANNUAL REPORT OF THE BOSTON 
PSYCHOPATHIC HOSPITAL 


Tuis report comprises the activities of the 
Hospital for the year ending November 30, 
1925. The report of the director discusses in 
detail the co-ordination of the various depart- 
ments, the role of the executive staff and the 
organization of the clinical work, including the 
study and treatment of patients and their nurs- 
ing care, occupational therapy, recreation and 
the social service activities. To the latter, a 
special section is devoted. Without going into 
the details of this document, it might be well to 
point out several prominent features. 


For instance, the members of the executive 
staff to a large extent interpret the function of 
a hospital for mental diseases to relatives and 
to those voluntarily seeking admission as pa- 
tients, for the purpose of creating a modern 
outlook on mental disorders in order to offset 
the mediaeval and misleading conception of 
various types of mental diseases, This is a very 
important activity and should comprise one of 
the prominent tasks in any propaganda of men- 
tal hygiene. 

There has also been an attempt in certain 
types of borderland cases to study the variations 
of behavior in different environments. The out- 
standing social problems of patients are fre- 
quently brought to the attention of the clinical 
staff, such as tangled domestic situations, un- 
satisfactory social life, economic trials, inner 
disharmonies and various types of delinquency. 
It is interesting, too, to note the attitude to- 
wards the so-called intelligence tests in which 
it is pointed out that a serious danger lies in 
their uncritical utilization, and a mere deter- 
mination of what constitutes general intelli- 
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-onee without reviewing the special mental Bane. 
sons of the individual in dealing with some o° 
problems of life. 

Other problems under investigation in this 
report from both the clinical and purely labo. 
vatory standpoints have been studies of the bloo« 
sugar in the emotional disturbances of various 
cases, the out-patient activities in dealing wit) 
psycho-neuroses, the increasing importance of 
psycho-therapy, and finally the results of the 
malarial treatment of paresis. 

Only a few of the outstanding features of this 
report have been indicated in order to show 
how varied are the activities of a modern hos- 
pital for mental diseases. 


THIS WEEK’S ISSUE 


CONTAINS articles by the following named 
authors: 


Pratt, Josepn H., Ph.B.; A.M.; M.D. Johns 
Ilopkins 1898; Member Association of Ameri- 
can Physicians, Consulting Physician to the 
Brockton Hospital and Chelsea Memorial Hos- 
pital. His subject is ‘‘Dilution and Conecentra- 
tion Tests of Renal Funetion,’’ page 203. Ad- 
dress: 370 Commonwealth Ave., Boston. 


Cours, Wu. Prarcr, M.D. Harvard Medical 
School 1894; F.A.C.S.; Surgeon to Out Pa- 
tients, Mass. General Hospital; Assistant Sur- 
geon, Boston Dispensary; Instructor in Sur- 
gery, Tufts College Medical School. His subject 
is ‘‘Laennee, The Man—1781-1826,’’ page 208. 
Address: 12 Monmouth Court, Brookline, Mass. 


Morrison, Hyman, A.B.; M.D. Harvard Med- 
ical School 1908; Assistant in Medicine, Har- 
vard Medieal School; Physican to Out Patients, 
Massachusetts General Hospital; Visiting Phy- 
sician, Beth Israel Hospital. THis subject is 
‘‘Laennee’s Clinico-Pathologieal Studies,’’ page 
“11. His address is 483 Beacon St., Boston. 


Virrs, Henry R., B.S.; M.D. Harvard Medi- 
cal School 1916; Assistant Neurologist, Massa- 
clusetts General Hospital; Instructor in Neu- 
rology, Harvard Medical School; Member, 
American Neurological Association, Boston So- 

Psychiatry and Neurology and the Amer- 

an Psyehiatrie Society. His subject is ‘‘Some 
i Editions of Laennee’s Work on Mediate Aus- 


“ultation,’’ page 213. Address: 14 Charlesgate 
\Vest, Boston. 


Batpwin, J. F., A.B.; A.M.; M.D. Jefferson 


Medical College, Philadelphia 1874; F.A.C.S. ; 
race Professor of Physiology ‘and Anat- 
Columbus Medical College and formerly 

of Surgery, Gynecology and Chan- 
vecor, Ohio State University Department of 
“icine, His subject is ‘Relation of the Colon 


Abdominal Tumors,’’ page 217. Address: 
‘umbus, Ohio. 


Van Hook, Wetter, M.D. University of 
linois College of Medicine 1885; Formerly Pro- 
fessor of Surgery at Northwestern University 
Medical School and member of the Staff. His 
subject is ‘‘Introducing Solutions Subecutan- 
eously,’’ page 219. Ilis address is 31 State St., — 
(‘hieago, Illinois. 


Huser, Epwarp G., A.B.; M.D.; Dr.P.H.; 
Major in Medical Corps, U.S. A. His article on 
‘The Control of Communicable Diseases Prev- 
alent in Massachusetts with a Study of Mortal- 
ity Due to Them During the Past Seventy-Five 
Years’’ is continued on page 220. Address: 
War Department, Washington, D. C. 


Myerson, ApranaAm, M.D. Tufts College Med- 
ical School 1908; Professor of Neurology, Tufts 
(‘ollege Medical School; Visiting Neurologist, 
soston City Hospital and Beth Israel Hospital ; 
Psychiatrist, Massachusetts Commission Mental 
Diseases, and Consulting Neurologist, Boston 
Psychopathic Hospital. He writes on ‘‘Prog- 
ress in Neurology—1925,’’ page 225. Address: 
483 Beacon St., Boston. 


MISCELLANY 


PLANS DESIGNED TO REDUCE 
ACCIDENTS IN INDUSTRY 


Tue Industrial Aecident Prevention Confer- 
ence, Washington, D. C., has been devoting con- 
siderable attention to the possibilities of reduc- 
ing accidents in industrial occupations. To this 
end it has been proposed that a national mu- 
seum of safety be created in Washington in 
which the perils of industry are to be illus- 
trated together with such devices as may help 
to prevent accidents. 

In addition to the humanitarian features of 
such efforts, the financial losses to manufactur- 
ers and insurance companies resulting from ac- 
cident should prompt investigators to use every 
possible means which may convey information 
to the employers of labor, giving information 
with respect to all reasonable safety appliances 
and methods. 

There will always be careless workmen who 
need to be saved from thoughtless exposure to 
the perils of many occupations. 

The saving of life, the prevention of suffering 
and economic demands should stimulate the 
most intensive study of the dangers which exist. 
Much good should result from this conference. 


REUNION OF THE HARVARD MEDICAL 
SCHOOL CLASS OF 1901 


Tue Harvard Medical School Class of 1901 
held its 25th Anniversary Celebration on June 
22 and the following program was enthusias- 
tically completed : 

9:30 A. M.—Meeting at Harvard Club in 
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Boston for registration and weleome by Com- 
mittee. 

10:30 A. M.—Left by motor cars for visits 
to Medical School and Hospitals. 

1 P. M—Luncheon at Harvard Club. 

2:30 P. M.—Start for Winchester Country 
Club in automobiles. 

3 P. M—Golf, tennis and baseball at the 
Country Club. 

6:30 P. M.—Visited the estate of Dr. Gale at 
Winchester. 

7 P. M—Class Dinner at Country Club. 

At the luncheon Prof. Emeritus F. C. Shat- 
tuck, Prof. Emeritus Geo. G. Sears, Prof. Emer- 
itus Chas. M. Green, Dr. Franz L. F. E. Pfaff, 
Dr. Frank B. Mallory and Mr. Thomas Bonney 
were the guests. The after dinner remarks of 
Drs. Shattuck, Green and Mallory were thor- 
oughly enjoyed and carried the thoughts of all 
to that happy and interesting four years spent 
together at Harvard Medical School. Dr. Shat- 
tuck contrasted the clinical lectures of a quar- 
ter of a century ago with those of the present 
time, illuminating the story with appropriate 
and happy verbal illustrations as was his cus- 
tom in former years, and which made such last- 
ing impressions on his students. 

Dr. Green responded in his usual happy man- 
ner and congratulated the Class of 1901 on the 
excellent record it had written into the medical 
history of United States since graduation. 

Dr. Mallory mentioned the prominent place 
in medical science into which Pathology was 
moving and quoted the numerous important 
positions in this country now filled by patholo- 
gists whose training was received in Boston. 

The weather proved ideal for all the events 
scheduled, the reunion was a success and one 
long to be remembered. 

Following the dinner, several of the members 
responded to toasts and instrumental music and 
singing ensued. 

These physicians were present: 

Nathaniel Allison, Boston; Horace Binney, 
Boston; Leslie R. Bragg, Webster; Nathaniel 
P. Breed, Lynn; J. Lewis Bremer, Boston; Ben- 
jamin T. Burley, Worcester; J. Forrest Burn- 
ham, Lawrence; Thos. E. Caulfield, Woburn; 
Arthur A. Chase, Plainfield, Conn.; David 
Cheever, Boston; Harold Cholerton, Somerville ; 
Morton E. Cummings, Malden; John H. Cun- 
ningham, Boston; Arthur H. Davison, Boston; 
Richard Dutton, Wakefield; Wm. G. Dwinell, 
Providence, R. I.; Albert Evans, Boston; Mar- 
tin T. Field, Salem; Harold A. Gale, Winches- 
ter; Henry M. Grady, Dedham; Chas. E. 
Hawkes, Providence, R. I.; P. William Hess, 
Providence, R. I.; Frank J. Jones, Providence, 
R. I.; Arthur L. Kennedy, Denver, Colo.; 
Charles L. Knight, Boston; Gustave E. Kurth, 
Lawrence; Chrysostom J. Leary, New Bedford; 
Frederic T. Lewis, Boston; Edwin A. Locke. 


Boston; Frank R. Mahoney, Lowell; Nathaniel 
R. Mason, Boston; Orland S. Mahew, Vineyard 
Haven; Sam’! J. MeDonald, Boston; Walter F. 
Nolan, Boston; Ralph B. Ober, Springfield; 
Joseph C. O’Connell, Providence, R. I.; Rich- 
ard J. O’Shea, Spokane, Wash.; Frederic H. 
Packard, Waverley; Herbert B. Priest, Ayer; 
Frederick M. Robertson, Bristol, N. H.; George 
P. Sanborn, Boston; James W. Sever, Boston; 
Lincoln F. Sise, Boston; Frank W. Sleeper, 
Dorchester; Frederick L. Taylor, Roxbury; 
Peter H. Thompson, Boston; Charles H. Tozier, 
Boston; Wallis D. Walker, Portsmouth, N. H.; 
Fred P. Webster, Portland, Me.; Nathaniel K. 
ea Boston; and Alfred M. Wose, Syracuse, 


41ST MEETING OF THE CONFERENCE OF 
STATE AND PROVINCIAL HEALTH AU- 
THORITIES OF NORTH AMERICA 1926 


Report or CoMMITTEE ON RELATIONS BETWEEN 
Mepicat MeN AND HEALTH OFFICERS 


MATTHIAS NICOLL, JR., M.D., CHAIRMAN, ALBANY, 
NEW YORK 


Witn the extension of the field of public 
health activity and the recognition by the pub- 
lic and governmental officials of the value and 
influence of an efficient and popular administra- 
tion of the public health, it is not surprising that 
a certain amount of friction and some misunder- 
standing should arise between state and local 
health administrations on the one hand and med- 
ical practitioners on the other, although there is 
no logical basis for this condition of affairs. 
While it is true that publie health work has 
been responsible to a greater or less extent for 
reducing greatly the incidence of certain infec- 
tious diseases, notably typhoid fever, diphtheria, 
tuberculosis, and the conditions which give rise 
to infant mortality, which formerly constituted 
a considerable part of private practice, neverthe- 
less, when official campaigns have been properly 
and efficiently conducted against these diseases, 
the result has invariably been such an increased 
interest, on the part of the public and the medi- 
cal profession, that medical practice has not 
suffered but has actually increased. 

On the other hand, there is little question that 
the medical profession has had just cause for 
grievance against those public health officials, 
who, taking advantage of their legal preroga- 
tives, have ridden rough-shod over practitioners 
of medicine in the furtherance of this or that 
plan of public health work, often ill-considered 
and ruthlessly carried out, totally without re- 
gard to the rights and privileges of the medical 
profession and not infrequently of the public. 

The opinion which is sometimes voiced, that 
the practice of preventive medicine is a preroga- 
tive solely of publie health officials, is entirely 
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fallacious. It would be most fortunate for the 
publie health if all of those physicians engaged 
in private practice or research work, who possess 
a knowledge of preventive medicine equal and 
often vastly superior to that of the average 
publie health official, could be included in the 
official ranks of public health. Every effort 
should be made to obtain the codperation of 
such men and all deference shown to their opin- 
ion. The future of the medical profession, as 
has been so frequently pointed out, lies in the 
field of preventive medicine. Medical schools 
are tardily recognizing this fact and in some 
instances reorganizing their curricula to the end 
that the teaching and practice of preventive 
medicine may be emphasized and rfo longer con- 
sidered, as it has been, a somewhat minor spe- 
cialty. The medical profession itself has awak- 
ened to the situation and, in a number of states 
and of their own initiative or in coéperation with 
the health authorities and medical schools, in- 
augurated postgraduate courses dealing especial- 
ly with the early recognition and prevention of 
disease. The popularity and large attendance 
on these courses are ample evidence of their 
need. Granted that the knowledge of the pri- 
mary essentials of preventive medicine is, 
through no fault of their own, far from what 
it should be among medical practitioners, let 
any ambitious health officer visualize the situa- 
tion in which he would find himself if the ma- 
jority of practicing physicians should be elim- 
inated from his jurisdiction and he should un- 
dertake, even through a greatly enlarged field 
staff, to administer the public health without 
their aid. The physician, whether engaged in 
official publie health work or in private prac- 
tice, is morally obligated to uphold the public 
health and, in so far as he fails to discharge that 
olbigation, the people must suffer and grow in- 


different to the requirements of the public 
health law. 


_ While the support and coéperation of the med- 
ical profession are absolutely essential to the suc- 
cessful conduct of official public health work, it 
does not follow that public health officials 
should obtain that support through the abroga- 
tion of any official prerogative, nor should it be 
necessary so to do. The vast majority of the 
medical profession will be found to be sympa- 
thetie with sane and efficient public health 
work, and there is something lacking in the char- 
acter of a health administrator who is unable 
'o obtain such sympathy. It is not to be ex- 
pected that every medical practitioner will co- 
operate in a public health program. The medi- 
eal profession, like every other profession, con- 
tas its due share of reactionaries and narrow- 
minded individuals who may well be disre- 
garded, even though they constitute a somewhat 
noisy minority. 

In the matter of new legislation, the con- 


duct of a new and far-reaching health campaign 
and in the formulation of untried policies, it is 
highly desirable that, the medical profession and 
health authorities should arrive at a definite un- 
derstanding. Perfect agreement cannot always 
be reached as regards minor details, but, in 
most instances, general principles can be laid 
down to which both parties are willing to sub- 
scribe. Unless the state is to assume the re- 
sponsibility for all matters affecting personal 
and public health—a condition of affairs which 
is unthinkable—codperation and mutual respect 
between public health officials and the medical 
profession are absolutely essential to any ma- 
terial progress. 


IMPORTANT NOTICE 


The Conference by resolution ordered the Sec- 
retary to send a copy of this report to the Speak- 
er of the House of Delegates of the American 
Medical Association for reference to the Dele- 
gates and to send copies to all Canadian and 
State Medical Journals for republication, after 
requesting the Journal of the A. M. A. to pub- 
lish the report and to make reprints for distri- 
bution by State and Provincial Health Officers. 
Please order by return mail the number of re- 
prints you desire to purchase at cost through 
the Secretary, Dr. A. J. Chesley, c-o State De- 
partment of Health, Old Capitol, St. Paul, Minn. 


AMERICAN PSYCHIATRIC ASSOCIATION 


THe Committee on the Legal Aspects of Psy- 
chiatry of the American Psychiatrie Associa- 
tion, has recently submitted to the Association 
its corrected final report, the main points of 
which are summarized in the official statement 
of position, printed below: 


OFFICIAL STATEMENT OF POSITION 
We believe— 


(1) That the psychiatrist’s chief concern is with 
the understanding and evaluating of the social and 
individual factors entering into failures in human 
life adaptations. 

(2) That crime is a designation for one group of 
such adaptation failures, and hence falls definitely 
within the focus of psychiatry, not excluding, of 
course, certain other branches of science. 

(3) That crime as well as other behavior and 
characterologic aberrancies can be scientifically stud- 
ied, interpreted and controlled. 

(4) That this study includes a consideration of 
the hereditary, physical, chemical, biological, social 
and psychological factors entering into the personalli- 
ty concerned throughout his life as well as (merely) 
in the specific “criminal” situation. 

(5) That from a study of such data we are en- 
abled in many cases to direct an attack upon one or 
more of the factors found to be active in a specific 
case to effect an alteration of the behavior in a pro- 
pitious direction; while in other cases where this is 
not possible we are able in the light of past experti- 
ence and discovered laws to foresee the probabilities 
to a degree sufficient to make possible proper pro 
vision against subsequent (further) injuries to soct- 
ety. By the same experience and laws we are enabled 
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in still other cases to detect and endeavor to prevent 
the development of potential criminalty. 

(6) That these studies can be made with pro- 
ficiency only by those properly qualified, i. e., scien- 
tists who have made it their life interest and study 
to understand and treat behavior disorders. 

(7) That this point of view requires certain radi- 
cal changes in legal procedure and legislative enact- 
ment, insuring the following provisions: 

(a) The court appointment, from a qualified list, 
of the psychiatrists testifying in regard to the men- 
tal status, mechanisms, or capabilities of a prisoner; 
with opportunity for thorough psychiatric examina- 
tion using such aids as psychiatrists customarfly use 
in practice, clinics, hospitals, ete.; with obligatory 
written reports, and remuneration from public funds. 

(b) The elimination of the use of the hypotheti 

cal question and the terms “insane” and “insanity,” 
“lunacy,” etc. 
_ (ce) The exemption of the psychiatrist from the 
necessity of pronouncing upon intangible concepts 
of religious and legal tradition in which he has no 
interest, concern or experience, such as “responsibili- 
ty,” “punishment” and “justice.” 

(d) The development of machinery adequate to 
the requirements of the psychiatric point of view 
in criminal trials and hearings, including court clin- 
ics and psychiatrists, and ultimately a routine com- 
pulsory psychiatric examination of all offenders with 
latitude and authority in the recommendations made 
to the court as to the disposition and treatment of 
the prisoner. 

(8) That this also entails certain radical changes 
in penal practice, including: 

(a) The substitution of the idea of treatment, 
painful or otherwise, for the idea of retributive pun- 
ishment. 

(b) The release of prisoners upon parole or dis- 
charge only after complete and competent psychiatric 
examination with findings favorable for successful 
rehabilitation, to which end the desirability of resi- 
dent psychiatrists in all penal institutions is obvi- 
ous 


(c) The permanent legal detention of the incur- 
ably inadequate, incompetent, and antisocial, irre- 
spective of the particular offense committed. 

(d) The development of the assets of this perma- 
nently custodial group to the point of maximum use- 
fulness within the prison milieu, industrializing 
those amenable to supervised employment, and ap- 
plying their legitimate earnings to the reimburse- 
ment of the state for their care and maintenance, 
to the support of their dependent relatives, and to the 
reimbursement of the parties injured by their crimi- 
nal activities. 

(9) That effective preventive medicine is applica- 
ble in the field of psychiatry in the form of mental 
health conferences and examinations, child guidance 
clinics, mental hygiene clinics, lectures and litera- 
ture, and similar institutions and efforts. 

(10) That the protection outlined provide an effi- 
om and scientific solution to the problems of crime, 
viz.: 

(a) The protection of society. 

The rehabilitation of the “criminal” if pos- 


(c) His safe and useful disposition or detention 
if rehabilitation is impossible. 

(d) The detection and the prevention or deflec- 
tion of the development of criminality in those poten- 
tially predisposed. 


Respectfully submitted, 


ADLER Kies 
Brices LOWREY 
GLUECK SALMON 
HEALY WILLIAMS 
JELLIFFE WHITE 
MENNINGER 


THE PRESIDENT OF THE MAINE 
MEDICAL ASSOCIATION 


Lester Prerront Gerrisn, born Lisbon, 
Maine, 1875; edueated Nichols Latin School, 
Lewiston, Maine, and Bates College, 1896 ; grad- 
uated Harvard Medical School 1904; Boston 
‘ity Hospital, 1906. 


LESTER PIERPONT GERRISH, 
President of the Maine Medical Association. 


Has practiced general medicine in Lisbon 
Falls, Maine; has served as Representative in the 
Maine Legislature, 1921 and 1922; has served as 
Chairman of Legislative Committee of Maine 
Medical Association for last six years. 


NEW ENGLAND SURGICAL SOCIETY 
TENTATIVE Screntirvic PrRoGRAM FoR ANNUAL 
MEETING, OcToBER 1 AND 2, 1926 

1. Obscure Lesions of the Shoulder, Dr. E. 
A. Codman, Boston. 

2. Life Saving Details, Dr. Frederick B. 
Sweet, Springfield. 

3. The Operative Treatment of Fractures, 
Dr. Charles L. Seudder, Boston. 

4. Amputation of the Thigh, Dr. P. E. Trues- 
dale, Fall River. 

5. Staphylococcus Abscess of Spine, Dr. Ken- 
dall Emerson, Worcester. 

6. Title not yet announced, Dr. F. H. Lahey, 
Boston. 


EVENING SESSION 


7. Diabetes and Its Relation to Surgery, Dr. 
Elliott P. Joslin, Boston. 
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8. Pyloriec Stenosis, Dr. W. E. Ladd, Bos- 
ton. 

9, Careinoma of the Stomach, Dr. Edward 
Lampson, Hartford, Conn. 

10. Acute Massive Hemorrhage from Peptic 
leer, Dr. David Cheever, Boston. 

11. The Mortality Rate of Appendicitis—l; 
i+ on the Inerease? Dr. Arthur W. Marsh, 
\\ oreester. 

12. Fibromatosis of Sigmoid, Dr. Peer P. 
Johnson, Beverly. 

13. Caesarean Section After Death of the 
Mother—Report of Two Cases, Dr. M. J. Fallon, 
Worcester. 


RECENT DEATHS 


CORCORAN—Dkr. Corcoran, 79, for 56 years 
a practising physician in Springfield, chairman of 
the board of trustees of the Northampton State Hos- 
pital, and oldest director of the Springfield Safe De- 
posit and Trust Company, died in his home in Spring- 
field July 19, 1926. He was on the staff of the 
Springfield Hospital, a director of the Springfield 
Library Association for many years, and a director 
of the Connecticut Valley Historical Society. 

Dr. Corcoran was born June 17, 1847, in St. Al- 
phonse, Joliette County, Quebec, Canada, and came to 
Springfield when he was 18 years old. He was gradu- 
ated from the Medical Department of New York Uni- 
versity in the class of 1868. He married Harriett 
Porter Brewer of Springfield in 1874. He leaves a 
son, James Brewer Corcoran, well known as a writer 
of books for boys. 


PUTNEY—Dk. Greorce Evtis Putney, a former Fel- 
low of the Massachusetts Medical Society, died at his 
home in Paynesville, Minn., June 23, 1926. 

He was a graduate of Harvard Medical School in 
the class of 1876, practised in Reading, Mass., where 
he was medical examiner for Middlesex County, 
moved to Royalton, Minn., in 1887, resigned from the 
Massachusetts Medical Society, and for the last 35 
years had maintained a private hospital at Paynes- 
ville and practised surgery. He was a native of 
Rhode Island, was a house officer of the Boston City 
Hospital, the Massachusetts State Hospital and the 
Massachusetts State Infirmary at Tewksbury. He 
was 80 years old, and is survived by his wife, who 
was Miss Arietta M. Davis, and by a married 
daughter. 


INGRAHAM — Dr. LENA Vavonn INGRAHAM, for- 


merly surgeon to the Vincent Memorial Hospital. 
est 


\coxbury, and to the Trinity Dispensary in the 
— Sa, died at her home in Cambridge, July 

She was born in Thompsonville, N. Y., and was 
sraduated from the Women’s Medical College, Phila- 
velphia, in 1883, settling in Boston and joining the 
State medical society in 1887. 

She was one of the senior surgeons in charge of 
‘he Vincent Hospital from 1890 until 1898, and it was 
on her suggestion that the girls of Mrs. Quincy 
“haw’s School (where she taught physiology) and 
. few others that the Vincent Club, to aid the work 

f the hospital, was formed. This was in 1892, at a 
nieeting held at the home of Miss Lucy Derby (the 
ale Mrs. S. R. Fuller), who became deeply inter- 
-sted in Dr. Ingraham’s plan. Officers were elected 
id plans for work were discussed, under the able 
-adership of Dr. Ingraham. 


Dr. Ingraham had been identified for several years 
with the Sargent School for Physical Education in 
Cambridge, where she had been instructor in anato- 
my and hygiene and had thus become well known 
personally to a large number of girls who have been 
students there, and to whom she had greatly endeared 


herself. Her counsel as a member of the administra- 
tion board was of value to the school. 


OBITUARY 


DR. HENRY FOX HEWES 


Dr. Henry Fox Hewes was one of the most 
unobtrusive of men. Quietly he went his way 
through Harvard College and Medical School 
and his internship at the Massachusetts Gen- 
eral Hospital. For some years after he started 
practice he did general medical practice and 
taught clinical laboratory methods at the Har- 
vard Medical School. From the beginning gas- 
tro-intestinal disturbances commanded his _in- 
terest and during the last 10 years of his life 
he confined his work entirely, both in the Massa- 
chusetts General Hospital and. in his private 
practice, to that specialty. Dr. Hewes was at 
his best in dealing with the individual private 
patient. He would not tolerate an assistant to 
take his histories for him. He had no use for 
forms, labor-saving devices, ete. To a very large 
extent he did his own laboratory work. When 
he finished with a patient he ordinarily wrote 
out directions for the patient in his own hand 
and usually wrote to the doctor a full letter also 
in his own hand. All this he did on principle 
because he believed in the close contact between 
the patient and physician. From his wealth of 
experience Dr. Hewes usually arrived at the cor- 
rect diagnosis in a simple, direct fashion. He 
laid perhaps the most stress upon a careful 
history. With the diagnosis attained he gave a 
few very simple directions. He had none of the 
frills and none of the excessive jargon of many 
of the specialists in his field. He rarely found it 
necessary to use the more elaborate diagnostic 
methods. Everything seemed very simple, per- 
haps too simple both to the physicians and the 
patients, but Dr. Hewes did not indulge in the 
various artifices and subterfuges to catch the 
nopttar eve” Tt would have been very easy for 
Dr. Hewes to have exploited his position as a 
specialist in gastroenterology. Such a proce- 
dure was extremely distasteful to him. I be- 
lieve that Dr. Hewes never inereased his charges 
te his patients during his professional career. 
His modest consultation fees have often been 
the source of embarrassment to other eonsult- 
ants who have been called in on the same case. 

It is in keeping with his character that Dr. 
Hewes did not publish much, and did not take 
a prominent part in medical meetings. It is 
extremely unfortunate that in passing of Dr. 
Hewes there is lost a wealth of experience con- 
cerning gastro-intestinal disturbances, which, 
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probably, is not duplicated in this community. 

Although he was a sick man for two years Dr. 
Hewes worked along quietly, sparingly, but ef- 
fectively. His last illness, a massive cerebral 
hemorrhage, came quite abruptly with merely 
the warning that he did not feel equal to seeing 
patients that day. Dr. Hewes died young, in his 
59th year, leaving behind a widow, Margaret 
Warman Hewes, and an only child, Henry Fox 
Hewes, Jr. 


CORRESPONDENCE 


THE APPOINTMENT OF MR. GORDON HUTCHINS 
AS A MEMBER OF THE PUBLIC HEALTH 
COUNCIL 


Department of Public Health 
State House, Boston 
July 15, 1926. 
Editor, Boston Medical and Surgical Journal: 

May I announce through your columns the recent 
appointment by the Governor and Council of Mr. 
Gordon Hutchins, a farmer, of Concord, as a member 
of the Public Health Council of this Department, to 
replace Mr. Warren C. Jewett of Worcester, recently 
deceased. 

With four of the other five members of the Council 
physicians it seems wise that a layman should be 
appointed to the sixth position. Although Massachu- 
setts is essentially an urban State there are large 
areas and a considerable population that is rural. 
In such communities the approach to the various 
health problems is frequently considerably modified 
over what it is in an urban community. Also in re- 
gard to domestic animals, nuisances, moist lands and 
other sanitary problems the rural point of view must 
be represented, particularly because of our very ac- 
tive interest in milk legislation, and we are fortunate 
in having a practical farmer with a sense of com- 
munity responsibility who can advise us. This is 
another example of the phenomenon which has per- 

been as conspicuous in Massachusetts as in any 
of the States; namely, that the Commonwealth has 
a large group of citizens of quality on whom it can 
call for practically unremunerative service. 


Yours truly, 
Grorce H. Bieetow, M.D., 
Commissioner of Public Health. 


IS COD LIVER OIL NECESSARY FOR THE 
NORMAL INFANT? 


Editor, Boston Medical and Surgical Journal: 

This question, which was raised by Dr. L. W. Hill 
in the columns of Correspondence of the issue of the 
Boston MEDICAL AND SurGicaL JourNAL of June 24, 
1926, is just what many of us have been waiting for. 
It should help to bring forth a wider discussion on 
the subject by men who have had experience in feed- 
ing babies. 

Dr. Hill in making his statements has combined 
good common sense with his wide and practical ex- 
perience and one cannot help but agree with every- 
thing he says. 

At the North End Clinic, where most of the infants 
that are brought for feeding are Italian babies, I have 
often noted how some will show unmistakable rickets 
in spite of prolonged and systematic feeding with 
cod liver oil. 

It is not only the laity who insist on “forcing it 
down the innocent gullet of every inoffensive baby,” 
es Dr. Hill says, but also our younger pediatricians, 


who also wish to make us believe that it must be 
given to every baby. Is it not more logical to use it 
in those cases as Dr. Hill suggests? 

I have found the yolk of egg mixed ni the milk 
when given to bottle-fed babies very efficient, not 
only as a preventive of rickets but also as a builder 
of healthy, firm tissues. It is best to begin at the 
age of about 3 or 4 months, starting with 4 or \% 
yolk in 24 hours and gradually increasing it to one 


yolk in 24 hours. 
Max STuRNICK. 
12 Columbia Road, Dorchester. : 


NOTES FROM THE NATIONAL CAPITAL 
(From Our Washington Correspondent) 
MATERNITY AND INFANCY BILL BLOCKED AGAIN 


House Bill 7555, to extend the operation of the 
Federal Maternity and Infancy Act for another two 
years, came up in the Senate on June 15, but no 
action was arrived at, as debate automatically ceased 
at 2 o'clock, when a co-operative marketing bill had 
to be considered. Dilatory tactics were employed by 
several Senators who are opposed to the bill, a roll 
call being demanded, and acrid speeches being made 
by Senator Reed, who has always been a violent 
opponent of this measure, and others. Senator Reed 
asserted that the maternity and infancy law has nev- 
er saved a human life, a statement which was chal- 
lenged by Senator Copeland, who said that Mr. Reed 
Was not in a position to know. Senator Reed retort- 
ed that he supposed the general medical adviser of 
all the people of the United States, at so much per 
advice, probably knows. Mr. Reed then remarked 
that “this organization has been nothing but a com- 
mon and public nuisance, maintained at the expense 
of the people of the United States.” Other Senators 
rushed to the defense of the bill with statements of 
health authorities and others as to its benefits, but 
the time expired before action could be taken. 


HEARINGS ON MILK IMPORTATION BILL 


Boston health officials testified in opposition to the 
bill (H. R. 11768) to regulate imported milk, before 
the Committee on Agriculture of the House of Rep- 
resentatives on June 8. This measure, sponsored by 
Representative Taber of New York, would prohibit 
the importation into the United States of milk or 
cream not from tuberculosis free herds. It fixes a 
minimum sanitary score for dairies at 70 points out 
of 100, and puts the maximum allowance of bacteria 
for raw milk at 200,000 per cubic centimeter and for 
pasteurized milk at 100,000. Allowable bacteria in 
cream would be 750,000 per cubic centimeter for raw 
and 500,000 for pasteurized. The bill also provides 
for inspection and licensing of dairies by the Depart- 
ment of Agriculture. All of these requirements are 
perfectly reasonable from the standpoint of public 
health. 

Charles F. Redmond, representing the Mayor of 
Boston; Dr. Robert E. Dyer, of the dairy division 
of the Boston Health Department, and Cornelius A. 
Parker, attorney for the Cream Dealers’ Association 
of New England, united in opposing the general prin- 
ciples of the bill. They contended that such legisla. 
tion would impair the city’s milk supply, much of 
which comes from Canadian sources, unless sufficien' 
time were given Canadian dairymen to comply wit! 
the proposed standards. It was also asserted thai 
‘the requirements were higher than Boston consid 
ered necessary. 

Representative Tincher suggested that if Boston 
depended upon Canada for milk, when farmers of 
the Western United States had a surplus, the bil! 
ought to be passed at once. That there was such 
a surplus was declared by Charles Holman, secretary 
of the National Milk Producers’ Association, which. 
naturally, favors the bill. 
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“The measure was reported favorably to the House | 
on June 9, the day after these interesting hearings. 


CONFERENCE ON OTL POLLUTION 


The first international conference on oil pollution | 
of navigable waters opened in Washington on June S$. 
Twelve nations, including Belgium, Great Britain. 
Denmark, France, Germany, Italy, Japan, Nether- 
lands, Norway, Spain, Sweden and the United States, 
were represented. This matter of oil pollution is, 
of course, a serious problem for States and cities 
bordering on the sea, for the oil is not only detri- 
mental to property but is a menace to public health 
by discouraging the use of shores and beaches for 
recreation. The pollution comes chiefly from ships 
which discharge oil in coastal waters. The measures 
suggested to prevent such pollution are: Prohibition 
of oil dumping at sea; prohibition of oil discharge 
within a certain distance of the shore; utilization 
or separation of the oil by suitable devices aboard 
ship. On the advisory committee to the American 
government is G. W. Field, Ph.D., of the Massachu- 
setts Fish and Game Protective Association, who, 
however, represents the National Conference on Out- 
door Recreation at the conference. 


LEGISLATION OF INTEREST TO PHYSICIANS 


The bill to pay for blood transfusions in govern- 
ment hospitals was favorably reported to the House 
on June 2, 

Senator Copeland has introduced a bill (S. 4441) 
to regulate the practice of medicine and midwifery 
in the District of Columbia, the medical practice 
laws of which now leave something to be desired. 

Chiropractors had a hearing before a subcommittee 
of the Senate Committee on the District of Columbia 
on June 9, regarding a bill to regulate chiropractic 
in the District. Representatives of the local medical 
society advocated a practice act creating a composite 
examining board upon which all schools of healing 
would be represented, but the chiros were adamant 
for a separate board. The health officer of Washing- 
ton, D. C., opposed the bill. No action had been taken 
by the subcommittee, of which Senator Copeland is 
chairman, up to the middle of June. 

Hospitalization for persons discharged from the 
Navy or Marine Corps, who have contracted tubercu- 
losis in line of duty, would be provided by a bill 
(H. R. 12708) introduced on June 8 by Representa- 
tive Magee of Pennsylvania. 

Congress will probably adjourn by the end of June. 
After this adjournment a brief review of medical and 
public health legislation considered (or ignored) by 
Congress will be given in these notes. 


REDUCING SOAP DEBARRED FROM MAILS 


The Postoffice Department has a system whereby 
patent remedies and questionable medical prepara- 
ions are investigated and if found fraudulent are 
denied the use of the mails. Such a fraud order was 
issued on June 9 against the La Mar Laboratories 
of Cleveland, which was marketing a soap guaran- 
teed to wash away fat and years of age. This pre- 
posterous remedy was said to be effective in cases 
ot double chin, large hips or busts, prominent abdo- 
men, ete. 
however, and the 200 letters which the firm was said 
to be receiving daily will henceforth not be delivered, 
and the use of the mails is forever denied to this 


particular scheme for the attainment of youth and 
grace. 


MISCELLANEOUS ITEMS 


The Superintendent of Documents, Washington, 
has issued the 16th edition of the List of 
Health Publications. H contains the titles of some 
1300 government pamphlets on various phases of 


The postal authorities did net think so,| 


health, issued by many different federal bureaus. 
This list alone is one of the best arguments for the 
correlation of federal health work. 

A book entitled “The National Government and 
| Public Health” will be issued in the near future by 
the Institute for Government Research of Washing- 
ton, D. C. The Institute also has in preparation a 
monograph on the Medical Department of the Army. 
The author of both of these books is James A. Tobey. 

The Surgeon-General of the Army has accepted the 
offer of the Prohibition Agent of Tampa, Fla., of 40 
barrels of rye whisky captured off the coast of Flori- 
da, and said to test “120 proof,” whatever that means. 
This liquor will, of course, be used only for medicinal 
purposes. The acceptance was announced by the 
War Department on June 12. 

Interesting experiments on dengue fever, carried 
on by Army surgeons in the Philippines, have recent- 
ly been announced. Seventy-seven American soldiers 
voluntarily submitted to the bite of infected mosqui- 
toes and 47 came down with dengue fever as a result. 
This disease is prevalent in our Southwestern States, 
where it causes great economic losses, though few 
fatalities. The experiments proved that the disease 
is spread by a mosquito of the genus aedes, another 
member of which, the aegypti, carries yellow fever. 
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CONNECTICUT DEPARTMENT OF HEALTH 


Morsipivy Report rok THE Week ENDING 
JuLty 10, 1926 


Diphtheria 13 Dysentery, bacillary 1 
Last week Encephalitis, epidemic 1 
Diphtheria bacilli German measles 13 
carriers 3 Influenza 2 
Whooping cough 23 Malaria 2 
Last week 17 Mumps 2 
Typhoid fever 7 Pneumonia, lobar 18 
Last week 4 Tetanus 2 
Scarlet fever 39 Tuberculosis, pulmo 
Last week 46 nary 
Measles. 148 Tuberculosis, other 
Last week 153 forms 1 
Bronchopneumonia 20 Gonorrhea 6 
Chickenpox 47 Syphilis 6 
Conjunctivitis, infec- 
tious 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


Diseases Rervorrep ror THE WreKks ENDING 
Jury 10 anp 17, 1926 


Weeks ending 
July 10 July 17 

Anterior poliomyelitis... 2 5 
Chickenpox 113 77 
Diphtheria 45 35. 
Dog-bite 8 8 
Encephalitis lethargica... 2 2 
Epidemic meningitis 1 
German measles.............. 86 37 

Measles ........... 274 208 
Mumps 53 73 
Ophthalmaia neonatorumn............ 40 37 
Pellagra 2 
Pneumonia, lobar 40 34 
Scarlet fever 187 110 
Septic sore throat... 4 

Suppurative conjunctivitis... 8 
Syphilis aie 12 64 
Tetanus 2 3 
Trachoma 1 _ 
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Tuberculosis, pulmonary 000... 98 133 
Tuberculosis, other forms... 19 20 
Tuberculosis, hilum... 20... 10 6 
1l 
Whooping cough... = 139 156 
NOTICES 


AMERICAN BOARD OF OTOLARYNGOLOGY 


The next examination given by the American Board 
of Otolaryngology will be held in Denver, Colo., at 
the University Hospital. on Monday, September 13, 
1926. Application should be made to the secretary, 
Dr. H. W. Loeb, 1402 South Grand Boulevard, St. 
Louis, Mo. 


NOTICE OF EXAMINATION FOR ENTRANCE 
INTO THE REGULAR CORPS OF THE UNITED 
STATES PUBLIC HEALTH SERVICE 


Examinations of candidates for entrance into the 
Regular Corps of the United States Public Health 
Service will be held at the following named places 
on the dates specified: 


At Washington, D. C. August 9, 1926 
At Chicago, I. August 9, 1926 
At New Orleans, La. August 9, 1926 
At San Francisco, Calif. August 9, 1926 


Candidates must be not less than 23 nor more than 
32 years of age, and they must have been graduated 
in medicine at some reputable medical college, and 
have had one year’s hospital experience or two years’ 
professional practice. They must pass satisfactorily 
oral, written and clinical tests before a board of medi- 
cai officers and undergo a physical examination. 

Successful candidates will be recommended for ap- 
pointment by the President, with the advice and con- 
sent of the Senate. 

Requests for information or permission to take this 
examination should be addressed to the Surgeon- 
General, United States Public Health Service, Wash- 
ington, D. C. 

S. B. Gruspss, Acting Surgeon-General. 


REPORTS AND NOTICES OF 
MEETINGS 


BOSTON MEDICAL HISTORY CLUB 


Tue annual meeting was held at the Boston 
Medical Library, May 10th, 1926. Dr. J. W. 
Courtney presided. The report of the nomin- 
ating committee, consisting of Drs. Painter, 
Coues and Bartol, was received and the follow- 
ing members of the Club were unanimously 
elected for the year 1926-1927: 


President—Dr. Fred B. Lund. 

Vice-President—-Dr. E. W. Taylor. 

Secretary-Treasurer—Dr. Henry R. Viets. 

Curator—Mr. James F. Ballard. 

Councilors—Drs. John W. Farlow, F. T. 
Lewis and George Sarton. 


Dr. W: P. Coues read a paper on ‘‘The Life 
and Works of Laennee,’’? which appears else- 


where in this issue of the Boston MeEpICAL AND 
SURGICAL JOURNAL. 


Dr. Wm. H. Robey spoke on ‘‘The Clinica. 
Importance of Auscultation.’’ He told the 
story of Laennec’s first conceiving the idea o! 
auscultation by watching some boys at play in 
the garden of the Louvre. One boy scratched 
with a pin on the end of a hollow beam and thi 
sound was easily transmitted to the other end. 
The next day, Laennec tried the effect of listen- 
ing to the heart action in one of his patients 
through a roll of paper held to his ear. Ie 
later used stiffer paper and, still later, devised 
the wooden stethoscope. Dr. Robey then out- 
lined the arguments used against the stetho- 
scope during the early years of its existence. He 
thought that Laennee was familiar with Auen- 
brugger’s work on ‘‘ Pereussion.’’ 


Dr. Robey read extracts from Laennee’s book, 
pointing out Laennec’s ideas on central pneu- 
monia, the differential diagnosis between fluid 
and pus in the pleural cavities, and the various 
heart sounds, of which Laennec thought the 
first to be due to ventricular contraction and 
the second to auricular contraction. Laennec 
described four important sounds: ‘‘the bel- 
lows,’’ ‘‘the rasp,’’ ‘‘the new leather sound’’ 
and ‘‘the purring tremor,’’ and also noticed 
the crepitation of fractured bones as heard by 
the stethoscope. 


Dr. Robey showed a number of varieties of 
early stethoscopes: (1) Dr. Jackson’s stetho- 
scope brought over from France by Dr. Jack- 
son and a.good example of a true Laennec 
stethoscope; (2) another longer one, probably 
devised for students; (3) another similar steth- 
oscope; (4) the German type, given to Dr. Ro- 
bey by Dr. Robert Edes; (5) an early example 
of a bi-aural stethoscope; and (6) the type of 
stethoscope used by Dr. Robey when a student 
at the Harvard Medical School. 


Dr. V. Y. Bowditch also showed a number of 
stethoscopes, one of which came directly from 
Laennee and another used by Dr. Jacobs Big- 
elow. The latter was referred to by Dr. O. W. 
Ilolmes in his poem ‘‘The Stethoscope Song’’ 
(1849). Dr. Henry Jackson spoke of the dis- 
regard of the stethoscope in Germany when he 
was a student there (1885 and 1886) They 
only had the metal ones and he never saw a 
bi-aural stethoscope. 


Dr. Hyman Morrison spoke on ‘‘The Other 
Works of Laenneec,’’ and Dr. Henry R. Viets 
described the various editions of Laennee’s 
work on *‘‘Mediate Auscultation.’’ Both of 
these papers are to be found in this issue. 


Dr. John Fulton showed his French edition 
of Laennee’s work on auscultation with the 
signature of Laennec on the fly-leaf, presenting 
the book to his unele. 


Dr. Harvey Cushing spoke of Kipling’s de- 
scription of Laennee in ‘‘ Rewards and Fairies’”’ 
and read extracts from it. 
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yMOUTH DISTRICT MEDICAL SOCIE- 
y MARKS 75 YEARS OF ACTIVITY 


‘yesprre the inelement weather, nearly 50 
nov bers of the Plymouth District Medical So- 
..-y, accompanied by their wives and friends 
» ce the trip July 15, 1926, to Nantasket, where 
+h. 75th anniversary meeting was held at the 
Avantie House. There was a brief but appro- 
priate program that included an_ historical 
sketch of the organization. 

The opening remarks were by Dr. J. S. Stone, 
president of the Massachusetts Medical Society, 
who stressed the importance of all medical so- 
cieties working for certain legislative measures 
soon to be introduced. 

Dr. Alfred C. Smith, president of the society 
and toastmaster, later named a legislative com- 
mittee of 12 members to attend sessions of the 
Ilouse and Senate whenever possible in the in- 
terest of these bills. 

Dr. E. H. Bigelow of Framingham gave an in- 
teresting address on ‘‘Progress in Medicine,’’ 
covering the period from 1851 to the present 
time. Dr. Nathaniel K. Noyes of Duxbury read 
the historieal sketch of the society. 

The first meeting of the society was held at 
the King house in Abington, May 27, 1851, at 
10 o’elock in the morning. The meeting was 
organized by ealling Dr. Ezekiel Thaxter to the 
chair and Dr. Winslow Warren was appointed 
clerk. This body was organized by informal 
vote and these officers were elected by ballot: 
Dr. Paul L. Nichols, president; Dr. Winslow 
Warren, secretary; Dr. Alfred C. Garratt, 
treasurer and Dr. J. M. Underwood, librarian. 

The early records of the society state that, 
‘“‘after listening to some very appropriate re- 
marks by the president-elect and partaking of a 
sumptuous dinner, and again to remarks by sev- 
eral gentlemen, it was resolved to adjourn, to 
meet again at the same time and place on Nov. 
12, 1851.” 

Dr. Thaxter, who was the first presiding offi- 
eer, was an Abington man, having been town 
clerk from 1821 to 1832. After a useful life, 
‘he last three years of which he was inactive by 
: — of a paralytie stroke, he died, Oct. 11, 

Dr. Nichols, the first president, was born in 
‘ ohasset, but passed the greater part of his life 
a practitioner in Kingston. He headed the 
organization from its institution to 1867. 

The 11 medical men who affixed their signa- 
‘ires to the first roll, besides those previously 
‘uentioned, were Dr. Heetor Orr, East Bridge- 
sater; Dr. Winslow Warren, Plymouth; Dr. 
Alfred (. Garratt, Abington; Dr. Samuel Orr, 
oridgewater; Dr. Timothy Gordon, Plymouth; 
ry Benjamin Hubbard, Plymouth; Dr. Josiah 
~ Hammond, Plympton; Dr. Charles A. King, 


and Dr. Francis Collamore, Pem- 
iTOKe, 


Through the untiring efforts of several of its 
members the society has progressed steadily and 
now numbers 106 members. The presidents 
dating from Dr. Nichols down to Dr. Wallace 
('. Keith, who served during 1910-1911, are as 
follows: Dr. Asa Millet, Dr. Josiah Hammond, 
yr. Benjamin Hubbard, Dr. Nelson B. Tanner, 
Ur. Henry N. Jones, Dr. H. W. Dudley, Dr. 
W. R. Howes, Dr. B. F. Hastings, Dr. H. F. 
Gorden, Dr. Francis Collamore, Dr. J. B. Brew- 
‘r, Dr. J. C. Gleason, Dr. A. E. Paine, Dr. J. E. 
baeon, Dr. H. F. Copeland, Dr. E. D. Hill, Dr. 
A. A. MaeKeen, Dr. J. H. Averill, Dr. W. P. 
(Chisholm, Dr. F. G. Wheatley, Dr. F. J. Ripley 
and Dr. W. C. Keith. 

Dr. Alfred C. Smith, present president, was 
for 18 years secretary of the society, relinquish- 
ing the duties of that office when he entered the 
service during the World war. At that time 
Dr. Wallace C. Keith was chosen as his succes- 
sor and Dr. L. B. Packard now fills the office. 


A GROUP MEETING ARRANGED BY THE 
MASSACHUSETTS CENTRAL HEALTII 
COUNCIL 


THe Massachusetts Central Health Council 
held a group of meetings on Tuesday, June 15, 
at which public and private health agencies 
were represented. The Conference opened with 
a luncheon meeting at Hotel Westminster at 
which Dr. William IH]. Robey, President of the 
Council, presided. Dr. Robey gave a talk on 
the history and purposes of the Council, which 
was organized six years ago. Dr. Robey stated 
that the object of the Conference was to bring 
together the public and private agencies to the 
end that duplication of effort might be avoided 
and that the agencies might understand each 
other’s point of view and program of work and 
that ecncerted action might be taken on legisla- 
tive ard other matters of common interest. 

After the luncheon the meeting was divided 
into t'7o parts, one being held at the John Han- 
cock Life Insurance Company Auditorium, 
which was presided over by Dr. George H. Big- 
elow, State Commissioner of Publie Health. Dr. 
Bigelow spoke on behalf of the State: 

“The aim of the State Department of Public 
Hlealth is to lengthen life and make it more vig- 
orous, to control disease, and to further the util- 
ization of new methods.’’ In characterizing the 
form taken by this work Dr. Bigelow showed it 
to be de-centralized. Authority of this form he 
believes to be wiser in the Commonwealth of 
Massachusetts where a large degree of local au- 
tonomy is the accepted principle, while in coun- 
tries sueh as Bulgaria and Roumania a more 
highly eentralized organization is essential for 
the efficient execution of programs. 

Speaking of some of the particular objectives 
in this general program of the lengthening and 
invigorating of life, Dr. Bigelow said, ‘‘We are 
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vitally interested in protection from human 
waste through proper sewage disposal and the 
safeguarding of water supplies. In this work 
perhaps the original Board of Health made its 
most signal contribution.’’ 

Further objectives of the Department are the 
entire field of communicable diseases, which em- 
braces such questions as diagnosis, quarantine, 
hospitalization, serum therapy, and active im- 
munization; also the field of maternal, infant, 
child and school hygiene. There is also work to 
prevent adulteration, although much of this con- 
sists in the analysis of ‘‘hooch’’ for the courts. 
Finally there is the objective of mental hygiene 
and other comparatively new subjects. 

Dr. Bigelow questioned the necessary contin- 
uance of present allocations of time and moneys 
to specific departments. ‘‘These,’’ he said, 
‘‘must be changed from time to time to meet the 
needs of the community.’’ 

John J. McGrath, President of the Massachu- 
setts Association of Boards of Health, said that 
the work of the organization which he repre- 
sented was for better codperation between the 
various boards, and a uniform enforcement of 
regulations. The enforcement of much legisla- 
tion is in the hands of the local authorities. 

This association is now undertaking questions 
of industrial hygiene, dental clinies and physi- 
eal examinations. 

The work and history of the Massachusetts 
Association of Directors of Public Health Nurs- 
ing Organizations was outlined by Mrs. Agnes 
T. Marvin, Secretary. This Association was 
‘forganized in 1915 to encourage the develop- 
ment of public health nursing, to promote high- 
er standards, to support proper public health 
legislation and to strengthen and stimulate the 
work of existing organizations by interchange 
of experience.”’ 

Mrs. Marvin said that ‘‘Of 155 public health 
nursing associations in Massachusetts 130 are 
active members of the State Associaton.’’ All 
but one are private agencies. The speaker be- 
lieves that the influence of this association has 
undoubtedly had a part in the establishment of 
many new Public Health Nursing Associations 
in the Commonwealth. It has also standardized 
much of the practice of these associations. 

‘‘Dental Hygiene,’’ said Dr. Harold DeWitt 
Cross, ‘‘means the health of the teeth and the 
hody and not alone the cleaning of the teeth. 
At present the factor of nutrition is considered 
even more important for dental hygiene than 
the mere cleansing of teeth.’’ 

Dr. Cross is President of the Dental Hygiene 
Council of Massachusetts. The Council, which 
was organized in 1907, is for the purpose of 
educating the public and the establishment of 
clinies for the poor. The prevention of dental 
diseases is the focus of their attack, centered on 


work with the children as one of the greatest 
preventive tasks, 


**It seems to be only an act of ordinary de- 
cency to provide some treatment for mental 
and nervous cases,’’ said Dr. C. Macfie Camp- 
bell, President of the Massachusetts Society for 
Mental Hygiene, in speaking for that Organi- 
zaton. ‘‘Such work,’’ he says, ‘‘pays the com- 
munity and should be supported for that rea- 
son, if for no other.’’ 

Dr. Campbell said that the nervous patient 
receives less adequate care than any other sin- 
gle group, and that human beings cannot be 
sanely treated merely as machines but must re- 
ceive treatment as psychological and emotional 
aspects of individuals unfitted into the social 
realm of the community. ‘‘ Mental hygiene,’’ he 
said, ‘‘is like tuberculosis work, an effort to 
prevent and save and provide for the out-pa- 
tient.”’ 

‘*It is one method to achieve greater efficien- 
ey and a diminution of the political and eco- 
nomie unrest now so prevalent in the world.’’ 

The threefold purposes of the Massachusetts 
Society for Social Hygiene are the conservation 
of the family, adequate sex education and a re- 
duction of venereal disease, according to Burton 
L. Hess, Secretary of the Society. 


In speaking of the small pereentage of col- 
lege graduates having children, Mr. Hess said, 
**Those who are zealous for the future of Amer- 
ica do well to encourage marriage and children 
on the part of those best equipped mentally and 
physically to produce Americans for the fu- 
ture.’’ He likened the subject of eugenics to 
the registration of well-bred animals. The na- 
tional pure blood of Jerusalem, Greece, Eng- 
land and America has resulted in such individ- 
uals as the early prophets known in the Bible, 
Socrates and Aristotle, Bacon and Milton, and 
Emerson, Webster and Longfellow. 


The Society has opened the only evening clin- 
ic in Boston for the treatment of venereal dis. 
eases. This is a model clinic and the youngest 
one registered in the Commonwealth. The So- 
ciety is carrying on efforts for a graded sex 
education through the parents, the adolescents, 
the colleges and Y. M. C. A.’s. 

The problem of tuberculosis, according to Dr. 
Edward O. Otis, Honorary President of the 
Massachusetts Tuberculosis League, lies in the 
years of early adulthood, the vears of economic 
and social value, the early years of family life. 
At this period tubereulosis is the greatest cause 
of death in the country. 


The work of the League is largely one of ad- 
vice to the twenty-seven affiliated associations 
throughout the Commonwealth in carrying out 
the program to halt the ravages of this disease 
between the ages of fifteen and forty-five. Much 
of this work is done through the medium of the 
Modern Health Crusade in the schools of the 
state. A special educational secretary is em- 


| ployed for this purpose. 


The League, the local associations, and the 
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ders serviee to the states similar to that give: | 
» the League to its affiliated members, are 
ade possible through the sale of Christmas 
s als. In Massachusetts this has jumped from 
19,000 in 1911 to the sum of $229,101 in 192.). 
\tuch of the work in Massachusetts is made pos- 
~ le through the eodperation with the officia! 
agencies. 

The other meeting was held at the Hote! 
Westminster and was presided over by Miss 
(iertrude W. Peabody, President of the Massa 
ehusetts Association of Directors of Public 
Health Nursing Organizations. 

Dr. Roger I. Lee of the Committee on Public 
Health of the Massachusetts Medical Society, 
was the first speaker. Dr. Lee stressed the im- 
portanee of the physician not only being an 
individualist in medicine but the importance of 
his participating in public health movements. 
Ile also emphasized the growing importance of 
the understanding of physicians and laity on 
the subject of health habits. 

Dr. Channing C. Simmons spoke on the aims 
and purposes of the Massachusetts Committee 
of the American Society for the Control of Can- 
cer. Dr. Simmons stated that, at the present 
time, there are at least 90,000 deaths annually 
in the United States from cancer. The Ameri- 
ean Association is a nation-wide organization 
with branches in every state. Dr. H. C. Taylor 
is President and Dr. G. A. Soper is Managing 
Director. The headquarters of the Society are 
at 370 Seventh Avenue, New York City. The 
Society earries on an educational campaign 
through the distribution of literature, lectures, 
posters, motion pictures and radio talks. The 
slogan of the Society is ‘‘In Early Treatment 
Lies the Hope of Cancer.’’ 

The educational work of the Society is di- 
reeted toward the general public, physicians 
and‘surgeons. The public is urged to consult a 
physician early in the ease of any suspicious 
tumor or other symptom that might suggest the 
presence of cancer. The general practitioners 
are urged to be on the look-out to recognize the 
‘isease in its early stages and advise proper 
‘reatment. The surgeons are being instructed 
‘> perform suitable operations where cancer is 
present, In surgery lies the hope of cure in the 
majority of eases, although treatment by ra- 
‘ium, X-ray, diathermy and other similar 
nethods are of use in some instances. 

Dr. Henry Jackson represented the New Eng- 
‘and Heart Association. Dr. Jackson stated 
‘hat Many great men have lived long lives of 
usefulness in the face of serious heart condi- 
‘ions. It is the great aim of those interested in 
‘he Heart Disease Campaign to see that little 
children who are affected with heart conditions 
‘"e so interested in their own early childhood 
‘hat they may always sedulously avoid activi- 
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‘ies which would inerease their heart conditions. 


National Tubereulosis Association, which ren Je stated that some insurance companies un- 


fairly debar applicants from securing insurance 
beeause of heart conditions which are reputed 
to be serious but, in fact, are not, providing 
people lead normal lives. Dr. Jackson, who 
within the past few years has examined hun- 
dreds of children in the Boston schools, paid, a 
tribute to the physicians who were doing the 
school health work. He stated that in his long 
experience he had found only two children who 
were timid or reluctant about being examined. 

Dr. E. A. Crossman, Inspector in Charge of 
Tuberculosis Eradication work in Massachusetts 
for the United States Bureau of Animal In- 
dustry, spoke on the importance of veterinary 
medicine as a part of the general public health 
program. Dr. Crossman said, ‘‘ There is slight 
outward evidence that the general publie has 
any adequate conception of the important fact 
that veterinarians supervise the health of the 
animals from which 99% of the human toxins, 
serums and vaccines are made. Perhaps the . 
most important work the veterinarian in the 
United States is doing, so far as publie health 
is concerned, is the supervision and inspection 
of animals and animal food produets in the 
paecking-houses. Federal meat inspection is 
maintained in nine hundred and ten establish- 
ments engaged in interstate or export business. 
in two hundred and fifty-seven cities and towns. 
Add to this the hundreds of state and eity 
veterinary inspectors, whose duties are similar 
in smaller slaughter-houses where business is 
confined to local markets. The Federal meat 
inspection service of the United States is the 
largest and most comprehensive meat inspection 
service in the world. Veterinarians of the Unit- 
ed States Department of Agriculture, codperat- 
ing with state and private veterinarians, are 
applying the tubereulin test to more than eight 
and one-half million eattle annually with a view 
to eradicate tubereulosis from the dairy herds 
of America. The Government and the several 
states working under a plan to establish Tuber- 
culosis-F'ree Accredited herds will spend fifteen 
million dollars this coming vear.’’ 

Robert W. Kelso, Executive Secretary of the 
Boston Couneil of Social Agencies, said, 


‘“‘There are 130 agencies, public and private, 
in the membership of the Boston Council of 
Social Agencies. Thirty-five of these are organ- 
izations dealing with the public health, either 
through hospitalizaton, clinical and dispensary 
service, or health education and the eodrdina- 
tion of publie health functions. 

Of the eight departments or study groups in 
the Council, two are devoted specifically to 
problems of health. These are the divisions on 
Health, comprising the Boston Health League 
of 33 agencies, and the division on Hospital So- 
cial Service, made up of the social service heads 
of 14 general and special hospitals. 

The hospital social workers perform the in- 
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creasingly important function of reac justing 
the hospital convalescent into the community. 
They represent liaison between the hospit«! bed 
and the work bench. Their aim is to consolidate 
the gains made in the hospital process by relo- 
eating the patient in the routine of his worka- 
day life without too much strain in physical 
strength or too much mental distress. ‘Through 
their division in the Council they discuss prob- 
lems and methods which they have in common, 
securing a reasoned conclusion as to the sound 
program to follow and a higher degree ol uni- 
formity in processes which admit of comparison. 

The Health League, which serves the Council 
as its department on Health, is now five years 
old. It was first organized at the instance of 
the Metropolitan Chapter of the Red Cross in 
order to show by a demonstration of complete 
cooperation what can be done to advance the 
publie health in Boston. Such a demons! ration 
was carried out in East Boston. Sixteen agen- 
cies at that time composed the group. 

Since the time of the East Boston demon- 
stration the tendency of the League has been 
to make its meetings serve as a forum for the 
discussion of plans and policies looking toward 
a closer integration and an upbuilding of a con- 
sistent program of public health education and 
service for the whole of Boston. That is to say, 
it functioned genuinely as a part of the Boston 
Council and in complete accord with Couneil 
purposes. 

The aims of the League as at that time ex- 
pressed were: 

(a) To promote extension of the work of the 
Health Department of the City along preven- 
tive lines, and 

(b) To secure ecoérdination and development 
of program between the agencies concerned. 


The first result of this broader outlook was to 
take into membership social agencies not thus 
far attracted. There are now 33 bodies in the 
League. Ten of these are hospitals or dispen- 
saries. Several are social service departments 
of hospitals. A few, like Community lealth 
Association, are health services outside tho hos- 
pitals, and the remainder carry special 
health functions or are engaged in the field of 
publie health edueation. 

In support of these aims and purposes the 
League. has secured the codperation of the 
George Robert White Fund in the development 
of health units in the North End, in East Bos- 
ton and in the South End. The units in the 
North End and in East Boston are already oe- 
cupied. These units guarantee the continued 
effective codperation of the several publie 
health agencies, publie and private, by giving 
them joint headquarters and joint clinica! fae- 
ilities. The League has for two years carried 
on health talks in the North End Health Unit. 
These lectures are addressed to the publie health 
iiirses, the physicians, the representatives of 


the private health agencies and the local public 
and are delivered by authorities in their sey 
eral branches. 

The Health League is definitely advancine 
the growth of a coherent and effective public 
health program for Boston, making each of its 
constituents an integral part of that program. 
It is the most valuable movement of the kind in 
the field of health that Boston has ever had and 
as able perhaps as has appeared in any large 
American city.’’ 


At the dinner meeting Dr. George E. Vin- 
cent of New York, President of the Rockefeller 
Foundation, was the only speaker. 


BOOK REVIEWS 


Diseases of the Chest and the Principles of 
Physical Diagnosis. By Grorce W. Norris, 
A.B., M.D., and Henry R. M. Lanoprs, A.B., 
M.D. W. B. Saunders Company, Philadel- 
phia. 


Norris and Landis present the third revised 
edition of their book on diseases of the chest 
and principles of physical diagnosis, bringing 
the whole subject matter thoroughly up to date. 
With a few exceptions relating to some rare 
conditions there is nothing new in this third 
edition. It simply continues the remarkably 
high standard of exeellence which characterized 
this work from the very beginning. Photo- 
graphs illustrating physical examination and 
the pathological plates alone make this work 
of immense value. 

It is an indispensable volume to the library 
of any internist interested in heart and Inng 
conditions. 


Lead Poisoning. By Joseen C. Aus, LAWRENCE 
T. A. 8S. Minor, and Paut Rez- 
NIKOFF 


This is the first really comprehensive study of 
Plumbism found in the literature. It should 
present a strong appeal both to the research 
worker and the purely clinical physician, sinee 
it treats quite fully both the theoretical and 
practical aspects of the problem. While there 
is much detailed data included, yet this has been 
presented in such a way that the broad genera! 
principles may be readily grasped by those no’ 
particularly familiar with this field of investi- 
gation. Of partieular interest to the clinician 
are the admirable chapters on the symptoma- 
tology and treatment of the condition. In addi- 
tion, there is ineluded an interesting and _ in. 
structive chapter on the prevalence of industria’ 
poisoning in the United States by Dr. Alice 
Hamilton. 
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